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HEALTH PLAN 


INTRODUCTION 


INTRODUCTION 


The National Health Planning and Resources Development Act of 1974 (Public Law 
93-641) designated Health Systems Agencies (HSAs) as the organizational units responsi- 
ble for improved health planning at the local level. The Health Planning Council, 
Inc., originally chartered in February, 1968 pursuant to Public Law 89-749, became 
the HSA for the Counties of Indian River, Martin, Okeechobee, Palm Beach, and 
St. Lucie. On October 1, 1982, the Federal Health Planning Law, with respect to 
local planning, was phased out in Florida. 


Sections 2 and 3, Chapter 82-182, Laws of Florida were signed into law by the Gover- 
nor on April 21, 1982 and provided for the establishment of eleven local health councils 
and the establishment of a Statewide Health Council. Based on this authorizing Sta- 
tute, the District IX Health Council, Inc. was incorporated on November 3, 1982 
and became operational on January 1, 1983. 


The local council members are appointed by the County Commissions having jurisdic- 
tion in the particular service district. The District IX Health Council consists of 
twelve Board members who serve two year terms. The Board members are representa- 
tives of health care providers, health care purchasers, and non-governmental health 
care consumers. Тһе Council is supported by five staff members: an executive direc- 
tor, two health planners and two support staff. 


The functions of the local health councils differ from the predecessor HSAs in that 
they emphasize the advocacy of preventive health care and local health care planning. 
Furthermore, the local health councils are required to submit to the Department 
of Health and Rehabilitative Services a yearly local health plan. As defined in Florida 
Statutes, the local health councils shall: 


"Develop a district plan, using uniform methodology as set forth by the Depart- 
ment (HRS) which will permit each local health council to develop goals 
and criteria based upon its unique local health needs, such as the special 
health needs of rural areas and medically underserved communities. 


"The district plan shall be submitted to the Department and updated periodi- 
cally and shall be in a form prescribed by the Department. The elements 
of an approved district plan which are necessary to the review of any certifi- 
cate-of-need application shall be adopted by the Department as a part of 
its rules." 


The Department of HRS is required to make its Certificate of Need determinations 
in the context of the local health plan as well as statutorily mandated criteria. 
In this way, the local councils continue to give input into the CON decision-making | 
process through the local pian, but eliminate the statutory requirement of local review 
of CON applications. 


The Council is also a clearing house for information. It acquires, assembles, апа 
analyzes data concerning the status of the health of area residents and of the health 
delivery system. Тһе Council keeps track of the number, type, and location of health 
resources and the corresponding patterns of utilization. It collects information yearly 
from area nursing homes and monthly from the hospital sector. Тһе Council provides 
technical assistance to CON applicants, to coordinating agencies (such as the Area 
Agency on Aging), and to members of the public who need information. 


This Council continues to carry out programs that were initiated by our predecessor 
organization, the Health Planning Council, Inc., by the adoption of all major plans 
and documents produced by that Council. Therefore, the District IX Health Council, 
Inc. has at its disposal a wealth of information and program guidance that covers 
a broad spectrum of Health Programs. 


MAJOR POLICIES AND ASSUMPTIONS 


(For specific Program Policies and Priorities, please refer to the individual 
components within this Plan.) 


Many of the major chronic diseases in America are preventable. Indeed, many are 
preventable by actions well within the control of each individual. Personal lifestyles 
are responsible for a large share of unnecessary disease and disability in the United 
States. Each individual clearly needs to make a greater effort to reduce his risk 
of incurring avoidable diseases and injuries. Personal health and well being is the 
responsibility of the individual. In the United States, we have developed a reliance 
on medical care providers almost to the exclusion of personal responsibility. Health 
is not the treatment of disease, but rather the positive well being that is the result 
of a satisfactory relationship between man, his heredity, his lifestyle, and the environ- 
ment (a symbiotic, holistic interaction). Health is not primarily related to the quantity 
and quality of medical care, but to genetic, environmental, .and personal behavior. 


Positive health can be achieved only through the intelligent efforts on the part of 
each individual. * 


The individual also has a responsibility in bringing about changes which are necessary 
to reduce or eliminate environmental hazards to health. Working as a concerned 
citizen, the individual can apply pressure at key points in the system to reduce air 
and water pollution, substandard housing, solid waste problems, and traffic hazards. 


The organization of the health delivery system and the interrelationship of its compo- 
nents are also amenable to change. Most of the problems that people have regarding 
medical care can be alleviated by addressing the system characteristics of accessibil- 
ity, availability, acceptability, continuity, cost, and quality. From an economic stand- 
point, resources are scarce in relation to human wants, resources have alternative 
uses, and there is significant variation in the importance people attach to different 
wants. 


The District IX Health Council, acting as a representative of the community, expresses 
the beliefs and values of the community regarding (a) the individual's own responsibility 
for health, (b) the organization of the health delivery system, (c) the interrelationship 
between system components, and (d) the interaction between the health system and 
other community systems. These beliefs and values are expressed as policies and 
assumptions and are as follows: 


Health Delivery System 
-The health delivery system should function in a way that allows each individ- 


ual to receive the physical or mental health services needed when they 
are necessary, in а manner which maintains dignity, and at a cost which 


*Fuchs, Victor R., Who Shall Live, Basic Books, Inc., 1974, Pg. 28. 


is affordable to the individual or to society. 


-The health delivery system should provide comprehensive, high quality physi- 
cal or mental health services in a manner which assures continuity of care 
in a healthful environment. 


-The heaith delivery system should promote activities for the prevention 
of diseases, including studies of nutritional and environmental factors affect- 
ing health and the provision of preventive health services. 


-The health delivery system should promote activities which explore different 
organizational structures for the provision of health care including the devel- 
opment of medical group practices and health maintenance organizations. 


-The health delivery system should promote the development of institutions 
and services with the ability to provide primary, secondary, and tertiary 
health care on a geographically integrated basis. 


-The health delivery system should promote effective energy conservation 
and fuel efficiency programs for health service institutions to reduce the 
demand for fossil fuels. 


-The health delivery system should promote competitive forces in the health 
services industry whenever competition and consumer choices can construc- 
tively serve to advance the purposes of quality assurance, cost effectiveness, 
and access. 


Interrelationships of System Components 


-The components of the health delivery system should function in an effective, 
efficient, and economical way which would assure that each person receives 
the least costly physical or mental health services consistent with his or 
her needs. 


-The components of the health delivery system should promote the develop- 
ment of multi-institutional systems for coordination or consolidation of 
institutional health services. 


-The components of the health delivery system should promote the develop- 
ment of multi-institutional arrangements for the sharing of support services 
necessary to all health care institutions. 


-The components of the health delivery system should promote the training 
and effective utilization of health manpower including the development 
of new skills and levels of competence. 


-The components of the health delivery system should promote the adoption 
of uniform cost accounting, simplified reimbursement, utilization reports, 
and improved management procedures. 


Interactions Between Community Systems 


-The health delivery system should explore management concepts апа tech- 
niques used successfully by other community systems (public and private) 


to determine their applicability to the health system. 


-The health delivery system should actively participate in the development 
and coordination of other community systems to assure orderly growth and 
management of the environment. Community systems include education, 


social services, transportation, land use, solid waste, water treatment, and 
construction; to name a few. 


Individual Responsibilites for Health 


-The individual has a responsibility to become knowledgeable about and to 
practice healthful living habits which include acceptance of self responsibil- 


ity, mental health, nutritional awareness, physical fitness, and environmental 
sensitivity. 


-The individual has a responsibility to become knowledgeable about the health 


delivery system and to use the system in the most effective and least costly 
manner. 


-The individual has a responsibility to become involved in the planning for 
and the development of community health programs. 


PLAN DEVELOPMENT AND IMPLEMENTATION PROCESS 


Public Input 


Community participation is the single most important factor in the plan development 
and implementation process. In recognition of the necessity for broad based communi- 
ty participation, the Council has adopted the following policy to assure the public 
involvement in developing all Council planning documents. 


DISTRICT IX.HEALTH COUNCIL, INC. 


POLICY 
for 
PUBLIC INPUT INTO THE DISTRICT IX HEALTH PLAN 


Because community participation 15 the keystone of Health Planning, the following 
policy to insure the acquisition of such input has been developed. 


Regional planning began ín District IX in 1968. It was developed through the ac- 
tivities of the Areawide Health Planning Council, Inc. and continued through the 
functions of the Health Planning Council, Inc., both predecessor organizations of 
the District IX Health Council, Inc. Through the years, broad community partici- 
pation was a major policy in this District. 


Since 1968, each regional council was an outgrowth of the preceeding agency and 
each was able to build upon the previous policies of the foregoing agency. 


The District IX Health Council, Inc. intends, to the extent possible, to utilize 
and build upon the policies and priorities of the Health Planning Council, Inc. 

It took many years to develop and refine the existing regional policies and a! 
ties and to gain the broad based community acceptance which these policies an 
priorities have attained. Thus, existing regional policies should be a major 
consideration in developing the new District IX Health Plan. 


The Council will also utilize other methods td assure public input into the Plan | 
Development Process. Some of these are: 


Inter-agency Memoranda of Agreement. 


. Participation through task forces, workshops, and committee 
activities. 


. Public notification of all meetings (public hearings) to include 
legal notices of plans to be adopted. 


Special notices to affected persons/organizations regarding 
section(s) of the District Plan during the development phase 
and prior to final adoption by the Council. 


ff time 
Because the maintenance of standing committees requires considerable sta а 
and funding support (expenditures of time and money for associated travels daros 
duction, mailing and telephone), the development and utilization of such Comm 
should be deferred until proper funding 15 available. 


PLAN DEVELOPMENT/IMPLEMENTATION PROCESS 


Previously adopted State and Local Plans 


Inter-agency memoranda of agreement 
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Note: Plans are adopted by 
the following agencies: 
Local Health Councils 
Department of HRS 
Statewide Health Council 


Plan Development 


The primary responsibility of District IX Health Council, Inc. is to develop a District 
Health Plan. The District Plan is, essentially, an articulation of the priority health 
problems in the community as perceived by the residents. It includes the activities 
that should take place in the Health Service delivery system which could resolve 
a problem or reduce it to a level acceptable to the community. 


Planning as carried out by the Council is the process of developing and revising the 
District Plan and other supporting documents, projects and studies. In that the Council 
must involve numerous community groups and individuals, an organized process for 
assuring this public input is essential. This Plan Development process, including the 
implementation and evaluation of Council plans, can be described by the preceeding 
diagram. 


Plan Implementation 


Plan Implementation specifically relates to "translating" the policies and priorities 
of the District IX Health Plan into community action; i.e., individuals and organiza- 
tions in the community actually commit their resources (money, manpower, mater- 
ials, and facilities) in a manner that supports the Plan to resolve or minimize stated 
health problems. 


The key to the implementation of the District Plan is the endorsement or adoption 
of the Plan by other State and local entities for their day to day use in making deci- 
sions. Currently, the District Plan has been adopted by the following organizations: 


1. Тһе Statewide Health Council in order that local needs тау be reflected 
in the State Health Plan. Тһе State Health Plan is the primary health policy 
document that assists the State Government in deciding how best to utilize 
State resources in resolving stated health problems. 


2. The Department of Health and Rehabilitative Services for use in making 
Certificate of Need decisions regarding the need for new health facilities 
and services. 


3. District IX Health Council, Inc. for use in providing day to day recommen- 
dations and in assistance to local communities on how to resolve or minimize 
identified health status and system probiems. 


4. Coordination Agencies - Currently, the Council has coordination agreements 
with the following organizations: District 9 Department of Health and Rehabi- 
litative Services, Treasure Coast Regional Planning Board, Gulf Stream Area 
Agency on Aging, and District Mental Health Councils. 


The Council also strives to implement the District Plan through other methods; i.e., 
the provision of technical assistance, public issue involvement and the development 
of specific plans and projects. 


Plan Evaluation 


The Council evaluates selected components of the District Plan on an annual 
basis. Based on the results of the evaluation, the plan component is then revised 
and updated. This process helps to assure that the policies and priorities are 
realistic and that they address the rapidly changing health needs of the area. 
This is very important in District IX because of its rapid population growth and 
the resulting impact on the health status and system needs of the region. 


Because the control of rising health care costs is a national priority and because 
of both government and private sector efforts to control these costs, changes 
in the health care delivery system are occurring almost daily. At the same time, 
the District Plan must be updated to be both supportive of the positive changes 
in the health system and also to be targeting potential problems that may result 
from these efforts to control health care costs. 


Council Plans 
1. То date, the Council has developed and/or adopted the following plans: 


1983-85 District IX Health Plans 

1978-1982 Health System Plans 

1978-1982 Annual Implementation Plans 

Implementation Manual: July, 1980 

Regional Fluoridation Program for HSA #7 - 1980 

Criteria and Standards for Open Heart Surgery and Cardiac Catheteriza- 
tion - October, 1980 


2. 1985 District IX Health Plan - This is the official document utilized 
by the Department of HRS to make CON decisions. It is also the most 
current statement concerning Council priorities and Regional Health 
Policy. 
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HEALTH PROFILE 


INTRODUCTION 


As the initial component of the District IX Health Plan, 
this section is intended to give an overview of the area's 
demographic and socioeconomic characteristics and the health 
status of its residents. In order to do comprehensive health 
planning, a solid understanding of the region is imperative. 
This Health Profile is intended to provide this foundation 
and all plan components will build upon it. 
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DEMOGRAPHICS OF DISTRICT ІХ 


POPULATION TRENDS 


From 1970 to 1984, the population of District ІХ has grown 
approximately 102% (from 478,996 persons in 1970 to an 
estimated 969,362 persons in April of 1984). In comparison, 
the State of Florida experienced a growth rate of almost 
61% during the same fourteen year period (from 6,791,481 
persons in 1970 to an estimated 10,930,389 persons in April 
of 1984) During the decade between the 1970 and 1980 
Census, the District IX population grew slightly over 70% 
while the State as a whole grew just under 44%. | Hence, 
it can be easily noted that this five county region is a rapidly 
growing area. District ІХ also has experienced a tremendous 
growth in residents 65 years of age and over. In 1970, approxi- 
mately 17% of District IX's population was over 65 years 
of age and іп 1980, the figure increased to 22.2%. For 
further information, please refer to the Long Term Care 
Section of this document. 


Within the individual counties of District IX, Martin County 
experienced the largest percentage increase in population 
(117.6%) from 1970 to 1980 followed by Okeechobee (80.4%), 
St. Lucie (71.5%), Indian River (66.4%) and Palm Beach (63.4%). 
However, since the 1980 Census, St. Lucie County has shown 
the largest percentage increase (27.5%) followed by Indian 
River (23.8%), Martin (21.1%), Palm Beach (18.4%) and Okee- 


chobee (17.8%). 


For the entire District, the actual numbers of new residents 
point to tremendous growth in Palm Beach County and in 


St. Lucie County. 


TABLE I-A 


NUMBERS OF NEW RESIDENTS 
IN DISTRICT IX 


1970 - 1980 1980-1984 
% of Total % of Total 
Indian Rive 8.8% 
Martin 35,979 10.8% 13,505 8.4% 
Okeechobee 9,031 3,614 2.2% 
Palm Beach| 227,765 68.4% 105,880 65.7% 
St. Lucie 10.9% 23,983 14.9% 


Figure 1 shows each county's population increases and trends from 1970 to 
1982. The vast majority of the poulation increase is due to in-migration. (See 


Table I-B) Okeechobee is the only county to show any significant degree of 
natural increase. 


Figure 1: COUNTY POPULATION TRENDS 
1970--1982 
700,002 
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Source: University of Florida Population Studies 


TABLEI-B 


POPULATON INCREASE 
1980 -- 1984 


% Change Natural 
1980-1984 | Increase і і 
| Indian River 97.8896 
Martin +21.1% 0.00% 100.00% 
Okeechobee +17.8% 24.65% 75.35% 
Palm Beach +18. 4% 1. 29% 98.71% 
St. Lucie 91.19% 
Source: Florida Estimates of Population, BEBR, Every v Florida, 
April 1, 1984, P. 28-29. 


Please Note: 


576,812 instead of 576,863. 


As per PHC 80-3-11 Florida 
Change Sheet of January, 1983, the total 
for Palm Beach County should have been 


TABLE ІІ. u 
PERMANENT RESIDENT POPULATION BY AGE AND SEX | 
| с APRIL 1, 1980 

COUNTY — | AGE] TOTAL | FEMALE | MALE | 

INDIAN RIVER | 0-4 3,281 1,620. 1,661 

5-9 3,467 1,690 1,777 

10-14 4,064 2,022 2,042 

15-19 4,742 2,182 2,560 

20-24 4,279 2,063 2,216 

25-34 7,451 3,655 3,796 

35-44 5,791 2,946 2,845 

45-54 6,123 3,266 | 2,857 

55-64 8,518 4,631 | 3,887 

65-74 8,079 4,281 | 3,798 

75* 4,101 2,311 | 1,790 

18+ 46,159 23,971 | 22,188 

— TOTAL 59,896 30,667 | 29,229 

RTIN 0-4 3,081 1,525 1,556 

5-9 3,503 1,699 1,804 

10-14 3,933 1,900 2,033 

15-19 4,649 2,207 2,442 

20-24 4,380 2,064 2,316 

25-34 7,671 3,761 3,910 

| 35-44 6,001 3,011 | 2,990 

45-54 5,905 3,060 2,845 

55-64 9,237 5,195 * 4,042 

65-74 10,329 5,480 4,849 

75+ 5,325 2,838 2,487 

18+ 50,805 26,304 24,501 

TOTAL 64,014 32,740 31,274 

OK -4 z 852 

5-9 1,645 772 873 

10-14 1,819 840 979 

15-19 2,026 828 1,198 

20-24 1,544 778 766 

25-34 2,722 1,407 1,315 

35-44 2,226 1,120 1,106 

45-54 2,037 1,010 1,027 

55-64 2,112 1,087 1,025 

65-74 1,743 855 888 

75% 708 367 341 

18% 13,729 6,931 6,798 

TOTAL 20,264 9,894 10,370 

, ‚331 

5-9 32,340 16,540 

10-14 36,074. 17,799 18,275 

15-19 40,549 20,039 20,510 

20-24 41,039 20,669 20,370 

25-34 78,789 39,153 39,636 

35-44 57,085 28,496 28,589 

45-54 53,863 28,485 25,378 

55-64 72,758 41,763 30,995 

65-74 86,697 48,193 38,504 

75% 47,755 26,892 20,863 

18% 453,780 |241,559 | 212,221 

| TOTAL 576,863 301,872 | 274,991 

ST. LUCI -4 By | 2,900 . 3,412 
| 5-9 | 6,375 3,156 3,219 | 

| 10-14 ¡ 6,389 3,122 | 3,267 

| 15-19 6,746 3,342 3,404 
| 20-24 | 6,808 3,552 | 3,256 | 

| 25-34 | 12,346 6,197 6,149 

35-44 | 8,473 4,198 4,275 

| 45-54 1 8,143 4,231 | 3,912 

| 55-64 11,023 6,097 | 4,926 

| 65-74 | 10,060 5,226 4,834 

‚ 75+ | 4,737 2,554 2,083 

18+ 64,210 | 33,472 30,738 

TOTAL 87,182: 44,715 42,467 


POPULATION BY АСЕ, SEX AND RACE 


According to the 1980 Census, 17.296 of 
Florida's residents were aged 65 and over. 
Within District IX, a greater portion of 
the population is 65 and over (22.296). 
Within counties, Martin County had the 
largest elderly population (24.5%), followed 
closely by Palm Beach (23.3%). Okeechobee 
had the smallest elderly population (12.196). 
Age and sex components of the population 
are detailed in Table II. 


In 1980, 15.7% of the population іп Dist- 
rict IX was non-white as compared to 20.396 
іп 1970. The racial composition of the 
five county area has consistently declined 
in the percentage of black and other races 
(non-white) from 20.3% in 1970 to 16.1% 
in 1980. This occurred despite an actual 
increase. in the number. of non-white resi- 
dents. St. Lucie County had the largest 
non-white population in 1980 (23%) while 
Martin County had the smallest (9.6%). 
Palm Beach County had the largest percen- 
tage of residents of Spanish origin (4.9%) 
while the State of Florida as a whole, had 
8.8% of its residents with Spanish origin. 


PERMANENT RESIDENT POPULATION BY AGE AND SEX - - CONTINUED 
APRIL 1, 1980 
AR Sue 
52,279 
15-19 58,712 28,598 30,114 
20-24 58,050 29,126 28,924 | 
25-34 | 108,979 54,173 54,806 | 
35-44 79,576 39,771 39,805 
45-54 76,071 40,052 36,019 
55-64 | 103,648 58,773 44,875 
65-74 | 116,908 64,035 52,873 
75% 62,626 35,062 27,564 
| 18* 628,683 | 332,237 | 296,446 
TOTAL | 808,219 | 419,888 | 388,331 
I - LI ЕЈ *, H 
5-9 621,534 | 304,280 | 317,254 
10-14 | 685,016 | 335,102 | 349,914 
15-19 | 811,340 | 399,882 | 411,458 
20-24 | 811,427 | 407,182 | 404,245 
25-34 |1,411,411 | 714,867 | 696,544 ! 
35-44 |1,038,778 | 534,819 | 503,959 
| 45-54 | 989,150 | 518,994 | 470,166 
! 55.64 |1,119,861 | 617,421 | 502,440 
i 65-74 (1,059,153 | 588,700 | 470,453 
i 75+ 628,420 | 370,513 | 257,907 
| 18+ |7,286,688 | 3,915,992 |3,470,696 
| TOTAL 19,746,324 | 5,070,698 4,675,626 
Source: Bureau of Economic and Business Researcn, Popula- 


tion Program, University of Florida, March, 1982 : 


TABLE Ш - A 


AGE DISTRIBUTION (IN PERCENTAGES) 
OF 1980 POPULATION 


n 


16.4% | 35.51 24.51 
25.4% | 42.0% 20.5% 
St. Lucie 39.4% | gc | ra | 


—— — == = 


ource: Florida Estimates о Population, 1982, рр.44-47 


Florida Administrative Code Rule Chapter Nos.: 27e-2.01-.04, Data Standardization 
for Planning and Budgeting stipulates that all State agencies will use the same 
data in the preparation of plans, budgets, policies and forecasts. Please check 
with the District IX Health Council office for the latest estimates and projections. 


TABLE Ш - B 


DISTRICT IX: FLORIDA POPULATION ESTIMATES AND PROJECTIONS 
JULY 1, 1985 BY AGE, RACE AND SEX 
(EXECUTIVE OFFICE OF THE GOVERNOR) 
AS OF DECEMBER 1, 1984 


Total Total Femaie 
Population Population Total Total Population 
Total Ages 0 to Ages 0 to Population Population Ages 15 to 

County Population 14 64 Ages 65+ Ages 75% 44 
Indian River 6,394 13,842 
Martin 8,435 14,574 
Okeechobee 5,068 
Palm Beach | 716,248 | 116,964 | 536.984 | 179,265 | 73.422 134,560 
St. Lucie 21,736 7,804 23,525 
District IX 97,226 191,569 


It is interesting to note that, of the 65+ population іп District IX, 40% are esti- 
mated to be 75 years of age or older. This has far-reaching effects on the de- 
livery of the appropriate mix of health services--more specifically, upon nursing 
homes and home health services. 


TABLE IV 
POPULATION-CENSUS COUNTS OF INHABITANTS 


BY 
RACE AND SPANISH ORIGIN--1980 


R Persons 
erican sian 4 of 
| Indian Pacific Spanish 
White Black & Eskimo Islander Other Origins 
| AREA | м. ES | __ No. 2 Ко. Е : E 3 - 2 
Indian River 51,104] (85.35) 7,806 | (13.0%) 49 | (0.12) 154 | (0.3%) 783| (1.3%) 1,382 | (2.32) 
Martin ( ( 
Okeechobee 17,926| (88.42) 1,717| ( 8.5%) 79 | (0.4%) 63 | (0.32) 479 | (2.4%) 962 | (4.7%) 
Palm Beach 483,968| (84.4%) 77,440 | (13.5%) 596 | (0.1%) 2,128 | (0.4%) 8,993| (1.63) | 28,274 | (4.91) 
| _ | | | 
St. Lucie 67,159] (77.0%) 19,032 | (21.8%) 138 | (0.2%) 316 | (0.4%) 537! (0.6%) 1,742 | (2.03) 
| . . | | | | 
District IX 678 m (84.32) 110, za (13,8%) 924 ! (0.1%)! 2,856 ' (0.4%) ! 11,935 (1.55) | 34,444 | (4,3%) 
Florida 8,178 ‚387 | (83. 92) _ ‚ 1,342, 478! (13.8%) |19,316 ! (0.2%)! 56,756 : (0.6%) 143,055! (1.52) 857,898 | (8.82) 


*Inese percentages are ШЕ on the tota population бу county. | 
: Source: 1981 Florida Statistical Abstract, рр. 19 and 20. | 


POPULATION DENSITY 


There is a wide variation in population density among the counties in District 
IX due to the mixture of urban and rural areas. At one extreme, Palm Beach 
County had 343 persons per square mile in 1984 while the State, as a whole, 
had 202 persons per square mile. This fact makes Palm Beach the tenth most 
densely populated county. Оп the other hand, Okeechobee County had 31 persons 
per square mile in 1984 (ranked No. 48 in the State). 


TABLE V 
POPULATION DENSITY: PERSONS PER SQUARE MILE AND RANK 
ACCORDING TO DENSITY IN THE STATE 
1960, 1970, 1980, and 1984 


Land Area Persons Per Sq. Mi. Density Rank Among Cos. i 


AREA | (Sq. Мі) | 1980. | 1984 
Indian River. 497 50. 21 | 20 
Martin 555 31 23 42 
Okeechobee 48 | 48 
Palm Beach 1,993 11 10 10 
St. Lucie 581 68 18 
Florida 54,153 92 125 180 A AS x | 


= Source: 1983 Florida Estimates of Population, April 1, 1984, p.42 -43. 


SOCIO-ECONOMIC CHARACTERISTICS ІМ DISTRICT ІХ 
ECONOMIC STATUS 


In 1980, Palm Beach County had the highest per capita income in the State 
of Florida. Moreover, three out of five counties were in the top ten (Indian 
River was ranked #5 and Martin was ranked #6). Okeechobee County had the 
lowest per capita income and was ranked 46th in the State. The State, as a 
whole, was below the national average as were St. Lucie and Okeechobee Coun- 
ties. (See Table VI) 


TABLE VI 
ECONOMIC STATUS - 1980 


PER CAPITA INCOME . POVERTY STATUS 


ЕТЕНЕ Rank in [2 of U.S. p Population Below | НЕКЕ 
Nu State era | rea ЕНЕ Percentage ы 


Palm Beach | Palm Beach 
1 1 1 
| 


St. Lucie E. 1 832 


: } | : 
ı Florida o XX ! 952 | Economic and Business Research 


| Source: 1982 Florida Statistical 


Abstract, pp. 153. 


Table VII shows the per capita income by county for the years 1975 through 
1980. Palm Beach and Martin Counties had the largest percent increase (77.2% 
and 76.6%, respectively). All five counties displayed larger increases than the 
State. Table VIII specifies these increases by type from 1975 to 1980. 


! 


ҮП 
PERSONAL INCOME: PER CAPITA AMOUNTS 
ON A PLACE OF RESIDENCE BASIS 
(ROUNDED TO DOLLARS) 


-80 | 
Per Cent 
Change | 


Palm Beach 6520 7093 | 7991 8973 | 10172 11554 77.2% 


St. Lucie 4543 4905 | 5400 5973 6893 7888 1 73.6% | 


| Florida. 5530 — 5918 | 7212 | 8034 | 8993 ' 62.6% ___ 


Source: orida Statistical Abstract, 


TABLE VIII 
PERSONAL INCOME: PERCENTAGE INCREASES 
IN SPECIFIED ITEMS FROM 1975--1980 


| PERSONAL INCOME BY EE - PERSONAL INCOME BY | 
PLACE OF WORK PLACE OF RESIDENCE 


ИТТЕН ЕҢ TRANSFER | POPULATION 
AREA TOTAL |DISBURSEMENTS TOTAL (САРТТА |& RENT PAYMENTS INCREASE 
12.23 | пав | 26.8 
Martin 159.1% 163.6% 140.4% 
Okeechobee 91.1% 95,5% 104.5% 72.825, 125.9% 106.9% 18.0% 
Palm Beach 111.6% 109.97 77.2%| 124.2% 96.0% | 21.4% 
St. Lucie 130.7% 130.52 119.4%. | 73.6%| 118.4% 103.3% | 26.3% 
Florida 85.5% | 82.3% 87.7% | 62.6%| 98.92 | 84.8% | 15.5% | 
Source: 98 orida Statistical Abstract, pp, 1/8-1/9. 
UNEMPLOYMENT 


Martin County has traditionally had the lowest unemployment rate in District 
ІХ апа St. Lucie County has had the highest rate. АП five counties have seen 
increases in unemployment from 1979 to 1983. Indian River, Okeechobee and 
St. Lucie Counties consistently have unemployment rates higher than the State 
average. i 


TABLE IX 
UNEMPLOYMENT RATES 


Indian River 9.1 12.4 14.0 
Martin | 48 | 43| 57 | 72 | 86 | 
Okeechobee 7.9 
Palm Bach | 6.5 | 5.9 | 68 | 78 | 87 | 
St. Lucie 10.5 
Florida 6.0 5.9 8.6 


Source: 1984 Florida Statistical Abstract, pp.175-176; 
Florida State Employment Service. 


OCCUPATIONAL MIX 


Clerical workers comprised the largest portion of the work force in 1980 (20.8%), 
followed closely by service workers (19.4%). Both categories are expected to 
continue growing in the eighties. Professional and technical occupations are 
predicted to increase dramatically (82%) during the next ten years, as well. Over- 
all, all occupations are projected to increase 74% by 1990. 


. TABLE X 
OCCUPATIONAL EMPLOYMENT: Е5ТІМАТЕ5 (1980) AND PROJECTIONS (1990) 
OF EMPLOYMENT BY MAJOR OCCUPATIONAL 


CATEGORY 
ES 
DISTRICT IX | 1390 
АТТ Occupations тиити. л — 
Terical Workers зв BEL вв — — E 
Service workers — — [35:566 а | 88:80 | —31— ] 


Professional, lechni- 
Cal & kindred 
Workers 26,565 14,4%) 48,348 82% 


Crafts 4 Kindred 


i Workers 23,446 12.7%) 36,638 56% 
Managers & Officials | 17,480 
Operatives > 08 Lt 8.7 
Sales Workers | 13,837 % ‚083 | 225. 

Г Laborers, Except Farm | 13,015 ala MM 

| Source: 1982 Florida Statistical Abstract, 205 


ҒАЕМІМС 


While farms іп District IX account for only 5% of the total number of farms 
in Florida, almost one-quarter (25%) of the value of all farm products sold 
are from District IX. Okeechobee County has the greatest percentage of total 
land area utilized by farm land (81%). АП five counties have over 50% of 
the land area occupied by farms. In comparison, only 38% of the State of 
Florida is farmland with an average product value per farm of $69,148. Palm 
Beach County farms averaged a $684,745 value per farm, followed by Martin 
($295,816 per farm). This sizeable volume of farming accounts for the large 
migrant and seasonal farm worker population in the District (57,207 persons). * 


TABLE XI-A 
FARMS 
NUMBER AND VALUE OF PRODUCTS SOLD--1978 


и .  . Number of Farms Land in Farm Value ot ^ 
Sales of Over Percent of Products Sold 


2500 Total Land 
Area 


Indian River | Р 176,659 54.6% 43,119 95,607 


Martin 220 172 | 78.2% 206 ,804 58.1% | 65,079 | 295,816 


Okeechobee 289 | 227 ; 402,904 81.0% | 55,105 


Palm Beach 721 556 А 743,798 | 57.4% 1 493,701 | 684,745 


| St. Lucie 442 | 349 Я 311,507 | 83.3% 80,055 | 181,119 
Florida | 44,068 | 28,076! A | 13,306,231 ` 38.4% ! 3,047,231 69,148 


Source: 1982 Florida Statistical Abstract, рр. 269-270. 


. TABLE XI-B | 
FARMS WITH SALES OF $10,000 OR MORE: 
NUMBER AND LAND (IN ACRES) IN FARMS, 1978 and 1982 


ge Si 
County 
Indian River 
, 
Florida 731 


Source: 1984 Florida Statistical Abstract, p. 267-269 


*Based on Florida County Comparison, 1980, Florida Division of Economic Devel- 
opment and the Farmworker Data Network. 


EDUCATION 


Table XII and Table XIII explain membership and enrollment in the public school 
system in District IX for the school year 1982-1983. Unlike many aspects 
of this region, school enrollment and the racial/ethnic composition has remained 
relatively constant since 1976. The only significant increase is in students 
of Spanish origin. 


TABLE XII 
PUBLIC ELEMENTARY AND SECONDARY SCHOOLS: FULL-TIME 
EQUIVALENT MEMBERSHIP IN BASIC EDUCATION PROGRAMS, 
SCHOOL YEAR 1982-1983 


Kindergarten Grades 4 Grades 10 
Through Through Through Educational 
| AREA Grade 3 9 12 


Alternatives 
2,676 1,622 ва 
2,560 1,635 
121 


Source: 1984 Florida Statistical Abstract, рр. 94-96. | 


TABLE. XIII 
PUBLIC ELEMENTARY AND SECONDARY SCHOOLS: PUPIL MEMBERSHIP IN GRADES PRE-KINDERGARTEN 
THROUGH TWELVE, BY RACE OR ETHNIC GROUP, FALL, [983 


Percentage of Membership | 

| White Asian/Pacific American Indian/ | | 

AREA Total Non-Hispanic Non-Hispanic | Hispanic Island Alaska Native | 
Indian River 9,352 77.2996 1.3096 0.3496 0.0296 
Martin 3.6896 0.5996 0.0296 
Okeechobee 4,759 6.18% 0.38% | 2.65% 
Раіт Веасһ 72.922 62.91% 28.57% 7.62% 0.75% 0.15% 
St. Lucie 14,775 58.12% 1.37% 0.22% 0.05% 
Florida 1,495,543 8.41% 0.99% 0.12% 


Source: 1984 Florida Statistical Abstract, рр. 97-98. 
Note: Hispanic is defined as a person of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish 
culture or origin, regardless of race. 


Es 


WELFARE 


Over 30 Million dollars was spent in District IX in 1982-83 in direct assistance 
to the elderly, the blind, the disabled and to families with dependent children. 
This represented an 12.4% increase over the previous year. Okeechobee County 
had the largest percent increase and St. Lucie had the smallest increase. One-half 
of all direct assistance was spent in aid to families with dependent children. 


TABLE XIV 
PUBLIC ASSISTANCE: AMOUNT OF DIRECT ASSISTANCE AND AVERAGE CASES PER MONTH BY TYPE OF ASSISTANCE 
FISCAL YEAR 1982-83 
(AMOUNTS IN DOLLARS) 


TOTAL DIRECT 
ASSISTANCE 


AID TO FAMILIES 
WITH DEPENDENT OLD-AGE 
CHILDREN ASSISTANCE 


AID TO THE BLIND |AID TO THE — 


AMOUNT AMOUNT MONTH AMOUNT 


District IX 30,691,712 12.4 15,153,173 | 6,795 | 4,985,553 | 3,135 438,954 184 10,114,032 
Indian River 2,219,741 9.8 1,118,958 243,454 170 13,926 9 343,403 
1,680,314 10.3 880,688 396 221,375 168 25,453 12 553,299 
7 
5 


Okeechobee 1,305,612 13. 582,805 273 172,390 17,789 7 532,628 
Palm Beach 19,889,102 9,346,573 | 4,210 | 3,762,155 | 2,255 322,415 6,457,959 
5,596,443 9. 3,224,149 | 1,384 586.180 413 59,371 25 1,726,743 760 


| Source: 1984 Florida Statistical Abstract, р. 213-214. | 


In the same period of time, 5.8% of the population in District IX received food 
stamps at a cost of almost $30 Million dollars. Approximately 17% of St. Lucie 
County residents received food stamps, as opposed to almost 12% in Okeechobee 
County, 5.2% in Indian River, and 4.7% in Martin and Palm Beach Counties. 


TABLE XV 
FOOD STAMPS: VALUE OF FOOD STAMPS ISSUED 
FISCAL YEAR 1982-1983 


Total Value 


of (June, 1983) 
Food Stamps (June, 1983) Number of 
Issued No. of Persons Households 
1982-1983 Receiving Receiving 
AREA (Dollars) Food Stamps '|Food Stamps 


Okeechobee 1,461,093 2,675 
Palm Beach 17,775,224 31,151 10,534 
St. Lucie 6.263.495 10,572 


Source: 1984 Florida Statistical Abstract, p. 215-216. 
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HEALTH STATUS 
BIRTH RATE 


The birth rate for District IX in 1983 was lower than the birth rate experienced 
by the entire State (13.1 vs. 14.0). There were 198 more resident live births 
in 1983 than in 1982 for District IX. However, birth rates among individual 
counties point to a wide variation. From 1982 to 1983, Indian River, Martin 
and St. Lucie counties experienced small declines in their respective total birth 
rates while Okeechobee County experienced a slight increase in its total birth 
rate. Palm Beach County remained at the same total birth rate in 1982 and 
1983. In comparison with the annual average total birth rates for 1979-1981, 
Indian River, Okeechobee and St. Lucie have declined while Paim Beach and 
Martin Counties have increased. 


The non-white birth rate for the entire District was more than double the white 
birth rate in 1983. In all of the counties in District IX, the non-white birth 
rate has increased over the 1979-1981 annual average rates. 


In 1983, Okeechobee County had the highest total birth rate (19.8 births per 
1000 population) and Martin County had the lowest (11.5 births per 1000 popula- 
tion). 


TABLE XVI 
RESIDENT LIVE BIRTHS AND BIRTH RATES PER 1000 POPULATION, 1983 AND 
ANNUAL AVERAGES 1979-1981 


Indian River 
| Okeechobee | 455 | 40) 5 | 19.8 | 194 | 23.3 | 216 | 21.2 | 
22.3 
ў 
| District IX | 12,213 | 8886| 3,325 | 13.1 | 11.2 | 243 | ————-——N/Avi 
Florida 22.2 


Source: Florida Vital Statistics, 1983, p. 10. | 


21.4 


NEONATAL DEATHS 


The neonatal mortality rate for District IX in 1983 was higher than the neonatal 
mortality rate for the State of Florida (8.2 vs. 7.7). St. Lucie County experienced 
a tremendous increase in neonatal deaths and this increase should be monitored 
carefully. This is the only county in District IX to be above the State neonatal 
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à 1983 1979-1981 
Number of Births Birth Rate | 
White | Non-White White Non-White Non-White| ' 


mortality rate. However, in the non-white category, three counties experienced 
a neonatal mortality rate above the State-wide non-white rate. 


From 1982-1983, Indian River and St. Lucie Counties experienced an increase 
in total neonatal mortality rates while Martin, Okeechobee and Palm Beach exper- 
ienced declines in their respective rates. Comparing 1983 total rates with 1979- 
1981 average neonatal mortality rates, St. Lucie County experienced an increase 
while the other four counties showed declines. The highest rate in the District 
was the non-white rate in St. Lucie County. 


TABLE XVII 
RESIDENT NEONATAL DEATHS (AGE UNDER 28 DAYS) AND MORTALITY RATES PER 1000 LIVE BIRTHS 
1983 AND ANNUAL AVERAGES 1979-1981 


1983 1979-1981 Averages 


Number of Deaths Mortality Rate Mortality Rate 


White Non-White 


Indian River mmm 3 3 


Okeechobee 


Palm Beach 


Florida 1,142 702 


*Unreliable rates and ratios; і.е:, those with denominator less than 100. 
Source: Florida Vital Statistics, 1983, p. 28. 


INFANT DEATHS 


In 1983, District IX had an infant mortality rate higher than the Florida average. 
The white rate was slightly lower than the State. However, the non-white rate 
was much higher than the State rate (22.6 vs. 18.6). St. Lucie County had the 
highest infant mortality rates except in the non-white category where Indian 
River County had the highest rate. Comparing 1982 rates with 1983 rates, Indian 
River, Martin and St. Lucie Counties experienced increases, while Okeechobee 
and Palm Beach Counties experienced decreases in their respective rates. 


The average infant mortality rates for the years 1979-1981 compared with 1983 


rates showed that Indian River and St. Lucie Counties experienced increases, 
while Martin, Okeechobee and Palm Beach Counties showed declines. 
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TABLE XVIII 
RESIDENT INFANT DEATHS (AGE UNDER ONE YEAR) AND MORTALITY RATES PER 1000 LIVE BIRTHS | 
1983 AND ANNUAL AVERAGES 1979-1981 


1983 1979-1981 
Number of Deaths Mortality Rates Mortali 

AREA Total | White | | Non-White | | Total | | White | | Non-White | Total | Total = BU STRE NORRIS 
indian River LT — | 6 | 140 | 90 | 32.4 | 128 | 7.8 29.1 | 
eee € | 3 | 93 | 71 | 196 | 146 | 13-3 20.4 
| 3| 0 | 66 | 7.5 | 00 | 128 | 13.0 11.9" 

аіт Веасһ 11.0 26.4 
11.4 | 
[District X | — 161 | | 75 13.2 | 97 | 22.8 == 

Florida ar I 1,288] —3728 | 122] 99 [118 | м | 1L$ | 25 

Unreliable rates and ratios; i.e., those with denominator less than 100. | ЫЗ L 


Source: Florida Vital Statistics, 1983, p. 31. 


MAJOR CAUSES OF DEATH 


Heart Disease and Cancer continue to be the leading killers in the country as 
well as in District IX. Cerebrovascular Disease (stroke) is the third leading cause 
of death in all five counties. Chronic Obstructive Lung Disease, Pneumonia 
and Influenza, Chronic Liver Disease and Cirrhosis, Diabetes, and Motor Vehicle 
Accidents follow (in differing order) as leading causes of death. Of particular 
interest are the white and non-white mortality rates for suicide and homicide. 
The overall non-white population has a high incidence of homicide in comparison 
to a very low suicide rate. The opposite is true of the white population where 
the suicide rate is much higher than the rate of homicides. 


Although Tuberculosis cannot be classified as a leading cause of death, it should 
be noted that there has been a notable increase in the incidence of the disease 
during the past few years. The non-white rate in District IX is alarmingly high. 


Figure 2: 1983 Non-White Mortality Rates 
Tuberculosis 


District IX and Florida 


Resident Death Rate Per 100,000 


z Okeechobee 
Palm Beach 


- 
o 
Pd 
c 
c 
a 
ч 
с 
М 


artin County 
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TABLE ХІХ 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1983 
INDIAN RIVER COUNTY 


Non-White 
720. 0 


White 
1260.0 


CAUSES 
All Causes 


Cerebrovascular Disease 


Pneumonia and Influenza 
Chronic Obstructive Lung Disease 
Chronic Liver Disease and Cirrhosis 


7 
Motor VehicleAccidents 1 
Suicide 52 
Homicide 11.4 5.0 
Tuberculosis 1.4 0.0 
orida Vital Statistics, » р. 50-61. 


| Qurce: 


m — 7 


TABLE XXI 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1983 
OKEECHOBEE _COUNTY 
Non-White 


Total White 


CAUSES | 
АП Causes 


Tuberculosis 


Source: Florida VitalStatistics, 1983, pp. 50-61. 


TABLE XXIII 
RESIDENT DEATH RATES PER 100,000 POPULATION 


MAJOR CAUSES OF DEATH - 1983 
ST. LUCIE COUNTY 
E rs! 
| CAUSES Total White Non-White 
All Causes | R 
Е "s ісе 


Heart Disease 
Cancer 2 20 
Diabetes Mellilus 

Cerebrovascular Disease 


TABLE XX 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATII - 1983 


MARTIN COUNTY 

CAUSES Totat White Non-White 
All Causes 270. 180.0 

24; 

| Cancer ge 3449 | 2 

| Diabetes Mellitus Cd ^ &0 | | pp | 
Cerebrovascular Disease 2 36.6 
Pneumonia and Influenza , Zu: 1 


Chronic Obstructive Lung Disease | 322] 351 | | 


Chronic Liver Disease and Cirrhosis 


Motor Vehicle Accidents 17.4 1 52,0 
Suicide 16.0 17.4 0.0 
Homicide 10.7 1.2 52.0 
Tuberculosis 0.0 0.0 0.0 
Source: Florida Vital Statistics, 1983, p. 50-61- 


TABLE XXII А 


RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1983 


PALM BEACH COUNTY 
CAUSES Total White 
All Causes 220.0 | 1310.0 | 700.0 
8 00.8 


| Heart Disease 9497 | ss loma | 

| Cancer ІІМ — | ып 
Diabetes Mellitus | po | 158 | 
Cerebrovascular Disease Q қ 


Pneumonia and Influenza 6.9 8,8 


Chronic Obstructive Lung Disease 9 


Chronic Liver Disease and Cirrhosis [15-7118 5 
Motor Vehicle Accidents 


Tuberculosis [og lo | 31] 
Source: Florida Vital Statistics, 1983, PP. 50-61. 


TABLE XXIV 
RESIDENT DEATH RATES PER 100,000 POPULATION 
MAJOR CAUSES OF DEATH - 1983 


FLORIDA 


Total 
1060.0 
401.6. | 


| CAUSES 

АЦ Causes 
Heart Disease 
Cancer 
Diabetes Mellitus 
Cerebrovascular Disease 


White 
1130.0 


Non-White 
710.0 
205.3 


Pneumonia and Influenza 2 2, 
Chronic Obstructive Lung Disease 
Chronic Liver Disease and Cirrhosis 6 0.0 à 3 
Motor Vehicle Accidents -——— —— — Motor Vehicle Accidents 24.6 
Suicide шағам Ж р 
Нотісіде | Ix1 | az | зы | : : 
Tuberculosis 2.8 0.0 Tuberculosis 
Source: Florida Vital Statistics, 1983, pp. 50-61. source: Florida Vital Statistics, 1983, рр. 50-61. 
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MORBIDITY 


Table XXV indicates common notifiable diseases in District IX during 1981. The 
rate of hepatitis A is higher than the State rate in four out of five counties 
but has decreased in four out of five counties since 1980. The rate of hepatitis 
B has increased from 1980-1981 in all of the five counties and in the State. 
However, three out of five counties exceeded the State rate of hepatitis B in 
1981. Measles (rubeola) rates have declined since 1980 and rubella (German meas- 
les) has declined in all but Palm Beach County. Salmonellosis has increased 
in the State since 1980 and has increased in three out of five counties in District 
IX. Тһе rate of salmonellosis in rural Okeechobee County declined from 97.6 
in 1980 to 65.5 in 1981. However, that rate is still significantly high. 


TABLE XXV 
CASE RATES OF COMMON NOTIFIABLE DISEASES 
1981 
(RATES PER 100,000 POPULATION) 


Y 


[ Indian River| 0.0 | 12.5] 0.0 | 0.0 | 
Martin | 59.9 | 16.1] 0.0 | 0.0 | 3 
Okeechobee | 37.5 | 47| 0.0 | 0.0 | 6 
Paim Beach 22. 

1 
2 


ri < 
О 


St. Lucie | 16.6 | 15.5 1.0 [0.0 | 
Florida Total 14.8 | 148] 3.4 | 0.7 | 


“Source: Florida Morbidity Statistics, 1981. | | 


||| S| ooo 
ЕЕЕ 


From 1980-1981, the State of Florida experienced a decrease in the numbers 
of reported cases of gonorrhea. Three out of five counties in District IX experi- 
enced increases in their reported cases during the same time period. Martin 
County, which noted the greatest increase from 1979-1980, also experienced 
the greatest increase (+78.0%) from 1980-1981. 
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TABLE XXVI 
GONORRHEA--REPORTED CASES 
1980-1981 

Indian River 331 434 +31.6 
Martin 267 +78.0 
Okeechobee 75 
Palm Beach 3,630 3,506 - 3.4 

St. Lucie 728 +34.3 
Florida 65,437 60,354 - 7.8 
Source: Florida Morbidity Statistics, 1981. 


From 1980-1981, the State of Florida experienced a 34.5% increase in reported 
cases of primary and secondary syphilis. Decreases were noted during the same 
time period in four counties in District IX, while Palm Beach County experienced 
a 47.4% increase. This represents a 250% increase over the numbers of reported 


Palm Beach County cases in 1979. 


TABLE XXVII 
PRIMARY AND SECONDARY SYPHILIS 
REPORTED CASES 
1980-1981 


Indian River 
Martin 
Okeechobee 
Palm Beach 
St. Lucie 
Florida 
Source: Florida Morbidity Statistics, 1981. 
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PHYSICIAN ACTIVE PRACTICE LOCATIONS 


In 1983, the Community Hospital Education Council of the Florida Department 
of Education published a study of the locations of Florida physicians who are 
actively providing care. As stated in the Foreword to the study, there is no 
way for a document such as this to be 100 percent accurate due to the mobility 
of physicians. However, this is the third time that this study has been undertaken 
and, each time, better sources of data have been uncovered. 


This study does not include physicians active in the specialty of Emergency Medi- 
cine because of the difficulty encountered in obtaining this data. Current mem- 
bership in the Florida Academy of Emergency Physicians numbers 572, and a 
rough estimate is that this includes about 80 percent of those active in the special- 
ty. This would make the number on the order of 700 for the entire State. 


The following tables reflect active physician status in District IX as of mid-1983. 
The table on Doctors of Medicine include four practice categories. Primary 
Care includes family/general practice, internal medicine-general, pediatrics and 
obstetrics/gynecology. Medical includes, but is not limited to, allergy, cardiovas- 
cular diseases, dermatology, and nephrology. Surgical includes, but is not limited 
to, anesthesiology, ophthalmology, and surgical specialties. Other includes, but 
is not limited to, oncology, psychiatry, public health, and radiology. 


ACTIVE PHYSICIAN (M.D.) 
STATUS BY CATEGORY AND COUNTY 
FOR DISTRICT IX AS OF MID-1983 


Indian River* 


Okeechobee [32 A || VENE INN 
Раіт Веасһ | 444 | 147 | 331 | 12 |1 084 
AA AAA 


7:95 ЖИНИ 453 216 YI 


*1983 figures were not available, therefore, 1982 figures were substi- 
tuted. 


ACTIVE PHYSICIAN (D.O.) 
STATUS BY COUNTY 
FOR DISTRICT IX AS OF MID-1983 


Area No. of Physicians 
Indian River 2 
Martin 

Okeechobee 


Palm Beach 


District IX 
N/A - Not Available 
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DISCUSSION 


This health profile points to numerous demographic and health status factors 
in order to gain insight into the present and future composition of District ІХ. 
Several serious health status problems need to be identified and addressed by 
this Council and other health-related entities as follows: 


1. Resident neonatal mortality rates рег 1000 live births in St. Lucie County 
are significantly higher in all categories than the State rates. 


2. Resident infant mortality rates per 1000 live births in all categories 
in St. Lucie County and in the non-white category in Indian River County 
are significantly higher than the State rates. 


3. Resident non-white mortality rates per 100,000 population for tuberculosis 


in Okeechobee, St. Lucie and Indian River Counties significantly exceed 
the State rate. 
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RECOMMENDATIONS 


Priority shall be given to an increase in funding of a regional epidemiology 
program, inclusive of District IX Health and Rehabilitative Services and 
individual county health units. 


Rationale: The need for a regional epidemiology program іп District 


IX is extremely important. The activities of disease surveillance, disease 
trend analysis, and general epidemiological investigations could reduce 
future morbidity and mortality in District ІХ. Тһе Palm Beach County 
Health Department has an epidemiology section which works with District 
IX HRS to monitor the five counties. However, the level of funding 
needs to be increased so that more personnel can be hired and more 
in-depth studies can be conducted. 


In revising the District IX Health Plan for 1986, a Maternal and Child Health 
Component will be developed. 


Rationale: > The Maternal and Child Health Component will address 


many of the issues briefly touched upon in this Health Profile. The 
need for particular health programs and strategies will be developed, 
along with a set of recommendations for the future. 


Priority shall be given to the development of health promotion and health 
prevention activities in District ІХ. 


Rationale: The health delivery system should promote activities for 


the prevention of diseases including health education seminars and local 
health fairs. 
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DENTAL HEALTH 


Introduction 


Dental caries continues to be a problem affecting virtually all Americans. In fact, 
the problem is so pervasive that many people consider tooth decay an unavoidable 
part of life. Recent studies show that edentulism in adults and dental caries 
in children have shown a nationwide decrease and there has been an increase in 
the availability and quality of dental services. Nevertheless, the following condi- 
tions still persist: 


The average 17 year old has had eleven cavities 


Low income children probably continue to have five times more untreat- 
ed decayed teeth, than high income children 


Twenty-nine percent of children, age 12-17 years, have severe or very 
severe malocclusion 


Forty-five per cent of the population over age 65 have no teeth at 
all 


. Only about one-third of the U.S. population receives complete dental 
care and almost one-half of children under age 12 have not been to 
a dentist for treatment. 


The following statements? portray the severity of dental decay: 


Since body tissues are destroyed and disfigurement, pain, illness, and loss 
of function result from tooth decay, it is defined as a disease. 


Dental decay is a chronic disease which affects nearly all human beings. 


Unless interrupted by treatment, dental decay progresses until teeth have 
to be removed, since decayed teeth are not self-rebuilding tissues of 
the body. 


Untreated decay is so common that its consequences of discomfort and 
loss of teeth are considered inevitable. 


The child or adult with an aching, decayed tooth and/or a swollen face 
cannot perform satisfactorily at school or at work. 


The increasing costs of dental treatment can be a heavy burden to the 
family pocketbook or community health budget. 


Badly decayed teeth can become abscessed with the spread of infection 
into the soft and hard tissues, and to tonsils, lymph glands, and other 
organs; tooth decay may lead to life threatening conditions such as bacteri- 
al endocarditis, asphyxiation, and brain abscesses. 


People with valvular diseases of the heart may suffer additional heart damage 
due to septic (infected) teeth. 


However, with existing preventive measures such as fluoridation programs, the inci- 
dence of dental decay can be reduced by almost sixty-five percent in those persons 
who have received adequate amounts of fluoride since birth. Other preventive mea- 
sures that should be stressed are: good personal hygiene (brushing and flossing of 
teeth), biannual dental checkups, and good nutritional practices which limit sugar 
intake. A technique that complements fluoridation is the use of dental sealants. Re- 
search has found that the use of these synthetic resins on the pits and fissures of 
the grinding surfaces of molars can substantially reduce further tooth decay on the 
chewing surfaces which is, sometimes, not completely prevented by fluoridation. In 
December of 1983, an advisory panel at the National Institute of Dental Research, 
U.S. Public Health Service, recommended their use for most children. 


The current situation” illustrates how short of the objectives of preventive dental 
health we presently are in the United States: 


Over 70 million people live on central water supplies and do not have the 
health and economic benefits of fluoridation. 


Over 35 million people live in communities that have no central water 
supply and the children in these communities could be benefiting from 
a school-based fluoride program; 


Although periodontal disease affects the majority of Americans over age 
45, two recent 'statewide studies in Iowa and North Carolina show that 
less than two percent of the practices of dentists is in periodontal treatment; 


Although the United States is one of the most developed countries in the 
world, we are one of the few that does not have a dental care program 
for our children, let alone a national prevention program. 


Fluoridation is truly a preventive measure and does not merely delay the onset of 
dental caries. The significant reduction in dental caries as a result of fluoridation, 
however, must be reinforced by adequate periodontal disease prevention programs. 
Given the current dental behavior of the public and the small amount of periodontal 
treatment being provided, we may be preserving teeth in children and young adults 
only to have these teeth lost to periodontal disease later in life. 


The term, "periodontal disease", actually encompasses a number of diseases that affect 
the gingival tissue and supporting bone. Periodontal diseases gre almost as prevalent 
as dental caries and affect some 75% of the adult population. However, periodontal 
disease is not limited to adults. Statistics from the National Health Surveys relating 
to periodontal disease in children reveal fhat 68% of youth, ages 12-17, have periodontal 
disease as do 39% of children, ages 6-11. 


The growing realization of the primacy of the American periodontal disease problem 
evokes a natural interest in developing a broad strategy for preventing the disease 
or controlling it sufficiently to lessen its impact on society. Because it is universally 


acknowledged that periodontal diseases do not yet respond to specific vaccines or 
chemotherapeutic agents, resources should be assigned an especially critical role in 
preventive efforts. These roles include personnel for heaith education and for ail 
levels of prevention, diagnosis and treatment. The most important steps in the preven- 
tion of periodontal disease, as stated by the American Academy of Periodontology, 
are to teach the dental patient what periodontal disease is, to teach him the proper 
habits of mouth care and to instill the motivation that is essential if he is to carry 
them out. 


Current dental research is examining several experimental techniques including the 
‘development of a vaccine designed to prevent dental decay, cloning enamel genes 
to reproduce enamel that is virtually indistinguishable from the enamel of the tooth 
and the use of lasers to determine whether a beam could rearrange the molecular 
structure of decayed areas of a tooth to restore its original hardness. However, until 
such time these intervention systems are perfected and made available, the fluoridation 
of community water supplies remains the safest and most cost effective method of 
dental disease prevention available. 


HEALTH SYSTEM 


Services and Settings 


Public Health dentists and private dentists serve as the only sources of primary 
care. All states require that dental hygienists must work under the supervision 
of a dentist. Pharmacies and dental laboratories serve as support services for 
the dentist. 


It must be noted that there are few preventive dental health services being provided 
in the community setting. Preventive dental health programs/services that should 
be provided by community based organizations are as follows: 


1. Fluoridation of public water supplies 
2. School based fluoride mouth rinse programs 
3. School and community-wide dental health education programs 


In District IX, as of December, 1983, 9.6% of the people are either being served 
by a fluoridated water supply or had been given approval to fluoridate their public 
water supply. Only Belle Glade, Fort Pierce, and Okeechobee public water systems 
provide water with fluoride levels adjusted for optimum prevention of tooth decay. 
Of special note, the recent approval by the Okeechobee City Commission to initiate 
fluoridation of their municipal water supply is the first approval by a city in District 
IX in over eighteen years. The city of Fellsmere water supply is naturally fluori- 
dated at an optimum level. Potential fluoridation sites include Vero Beach and 
Sebastian whose engineers are presently developing cost estimates. If these two 
areas are fluoridated, then 11.9% of District IX will be served by a fluoridated 
water supply. 


FLUORIDE WATER LEVELS FOR 
BELLE GLADE, SOUTH BAY, PAHOKEE, AND CANAL POINT 


BELLE GLADE - City Water Supply 
Treated Water: 0.85 ppm August, 1980 


SOUTH BAY - City Water Supply 
Finished Water: 0.08 ppm May, 1980 


PAHOKEE AND CANAL POINT 
Finished Water: 0.26 ppm August, 1980 


Data provided byPalm Beach County HealthDepartmentEnvironmental 
Engineering & Sciences Section as referred to in Dr. Lasch's study. 


In 1982, a study was completed by Alan H. Lasch, D.D.S., Assistant Dental Director, 
Palm Beach County Health Department, which compared elementary school students 
from Western Palm Beach County to determine the lifetime effects of controlled 
water fluoridation on decayed, missing and filled surfaces of permanent teeth. 
Students from the city of Belle Glade were compared to students from the adjacent 
cities of Pahokee and South Bay. 


Students drinking fluoridated water from birth were found to have 30% fewer mean 
carious tooth surfaces than their neighbors who had not drunk fluoridated water 
from birth. When the mean values for smooth tooth surfaces only were compared, 
those drinking fluoridated water from birth developed 45% fewer smooth surface 
carious lesions. The findings from this study point to the positive effects fluoridation 
does have in terms of dental decay prevention. 


In regard to school based mouth-rinse programs, only Palm Beach and Martin County 
school systems have instituted such programs. For the 1982-83 school year, the 
Palm Beach County program was provided for the grades K through 4 (11,400 stu- 
dents). In District IX, there are 58,500 children in unfluoridated areas who are not 
participating in the Sodium Fluoride Mouth Rinse program. This is approximately 
87% of all children in District IX. 


Also, the need for comprehensive health education (of which Dental Health is a 
major component) has been identified as a high priority need in District IX. School 
dental health education has been shown to have a positive effect on the students’ 
dental care knowledge and should be instrumental in reducing dental health problems 
in District IX. The Palm Beach County Health Department employs a Dental Health 
Educator who is responsible for implementation of school dental health education. 
The Dental Health Educator holds approximately ten workshops a year where she 
informs teachers about the dental health education curriculum. The number of tea- 
chers reached in an average year totals three hundred. In order to get an estimate 
of how many students are "informed", we can look at the equation: 


No. of Teachers Attending X Rough Class Size - No. of Students Informed 
Workshops Each Year 
- 300 x30 = 9,000 Students Informed in a Year 


As of December, 1982, the predecessor organization of the District IX Health Council, 
Іпс., the Health Planning Council, Inc., had marketed the Regional Fluoridation Pro- 
gram through workshops, media releases, provision of technical assistance and mailings 
to fourteen target populations and over 75 organizations and individuals. 


System Characteristics 


Cost: In 1965, consumers paid 97.296 of their dental bills directly; private insurance 
paid only 1.696 and public programs paid 1.296. By 1978, 76.896 of total personal 
dental care expenditures came from direct payments, while private insurance contri- 
buted 19.296 and governmental programs contributed 4.196. ? 


There has been significant growth in dental prepayment plans in the past decade. 
Recent data suggest that 60 million people are covered by dental insurance, or about 
18% to 20% of the United States population." This contrasts significantly to 1965 
when fewer than two million persons received any kind of dental care through insur- 
ance proved by fewer than 100 employers." It has been projected that by 1990, 
half of the population may have some dental care paid for by third party carriers. 


If medicine provides a window into the future, then such a development should sub- 
stantially increase the population's demand for care. 


Availability: Utilization trends have been influenced by the rapid growth of dental 
prepayment, but availability and accessibility of dental services is still not at an 
optimum level for District IX. Three areas of District IX have been designated 
as critical dental shortage areas: Belle Glade/Pahokee, downtown West Palm Beach, 
and Fort Pierce. Indiantown and Okeechobee have been considered possible dental 
shortage areas. 


Recently, Indian River County, based upon the number of indigents, has been given 
a priority number of "1" as an underserved area and St. Lucie County's dental indi- 
gents number has caused them to reach a priority number of "3". Also, there аге 
no public dental health treatment programs in Indian River, St. Lucie, Martin, or 
Okeechobee Counties. HRS has a formula which they apply to indigent populations 
which indicates that an indigent population of 6100 can support one public health 
dentist. The State feels that the indigent population in these counties can support 
3.2 times that number of dentists. 


Accessibility: Accessibility as a barrier to dental care can be measured by two 
indicators: travel time to dental care, and length of time an individual must wait 
to receive an appointment. Non-emergency care should be accessible within thirty 
minutes travel time and a person should not wait longer than two weeks for an ap- 
pointment. Office hours of practitioners and public awareness of dental care can 
also provide an impact upon accessibility to dental care. 


Rural areas are generally less accessible to dental care than are urban areas because 
of the number of dentists. From a financial standpoint, lower income families have 
less accessibility to dental care than higher income families. Persons in nursing 
homes or other long-term care institutions as well as the home-bound have less 
accessibility to dental care than other population groups. Presently, dental services 
for the home-bound and institutionalized are minimal. At the Eckerd's Boys Camp, 
dental services are contracted with funding through the State level. At the new 
Intermediate Care Facility for the Mentally Retarded in Lantana, dental services 
are also provided through outside contracting. Also, the Palm Beach County Home 
and General Care Facility contracts with private providers for emergency dental 
care. 


Facilities and Organizations 


The traditional manner of delivering dental care--private practice--dominates all 
alternative systems, even when they are taken in the aggregate. Today, 95% of 
dental services are provided by dentists who own or work in a private practice setting. 
Approximately 78% of the 129,064 active civilian dentists are nonsalaried and work 
alone; 90% are general practitioners whose mean age is 45. Another 4.4% practice 
with at least one other dentist, and an additional 4% are in formal partnerships. 
Of interest is the fact that 20% of all dentists who have „been in practice for one 
year or less belong to groups, partnerships or associateships. 


A number of alternative dental care delivery systems have emerged and are being 
tested, and others are just emerging. These systems include department store prac- 
tices (Jefferson Ward), hospital dental services, health maintenance organizations, 
preferred provider organizations, the independent practice of dental hygiene, and 
denturism. Although it is too soon to draw any conclusions about the efficacy and 


effectiveness of these systems, they merit mention here since they could possibly 
change the way dental care is currently delivered. 


A significant feature of the dental profession is a relatively well-integrated vertical 
organizational structure that parallels the local/State/Federal hierarchy of government 
in the United States. Dentistry may be unique in that over 90% of practicing dentists 
are members of a mandatory three-level membership association that consists of 
a local (or district) and State constituent societies of the American Dental Association 
(ADA) at the national level. 


Here in Florida, the Florida Dental Association is the State association. The State 
is broken into six districts. The Atlantic Coast District Dental Associaton, which 
covers all of District IX consists of: 
1. Tri-County Dental Association 
. Martin County 
. St. Lucie County 
. Okeechobee County 
2. North Palm Beach Dental Association 
3. Central Palm Beach Dental Association 


4. South Palm Beach Dental Association 


5. Broward County Dental Association 
. North half of Broward County 


6. Indian River County 


ay 


PROGRAM POLICIES AND PRIORITIES 


Program Policies 
(As Defined by the Following Goals and Objectives) 


Goals 


All public water supplies in District IX should provide fluoridated drinking water. 


Emergency dental care should be available on a 24-hour basis to 95% of the population 
of District IX within thirty minutes driving time. 


Regular dental care should be available to all residents of District IX, including 


those home-bound and in institutions, within two weeks from the time service is 
requested. 


Dental health education should be a significant part of the health curriculum taught 
in grades K through 12 in all public and private schools in District ІХ by 1989. 


The Sodium Fluoride Mouth Rinse Program should be available to all students in 
grades K through 8 in all of District ІХ. 


Objectives 


By 1989, 25% of the population served by public water supplies will be drinking fluo- 
ridated water. 


By 1989, emergency dental care should be available to 85% of District IX population 
within thirty minutes driving time. 


Establish by 1989, a dental care program serving low income children, the home- 
bound, and those in institutions through public and private dental programs. 


Implement an approved dental health education curriculum in all public schools by 
1989, inclusive of periodontal disease prevention. 


By 1989, 30% of the children in grades K-8 in District IX living in unfluoridated 
areas should be participating in the Sodium Fluoride Mouth Rinse Program. 


a 


PROGRAM PRIORITIES 


(As Defined by the Following Recommendations by Priority Ranking) 


I. Support efforts to secure the fluoridation of all public water supplies in 
District ІХ. 
Rationale: The benefits of fluoridation are great. Іп order to support efforts to 


secure fluoridation, the approach should be directed toward local govern- 
ment. Local governments would be encouraged to undertake this project 
as a public health measure in much the same way as chlorine is added 
to water as a public health measure. Efforts directed to the local 
governments have succeeded in the fluoridation of 33 communities in 
Florida over the past two years. For every dollar spent on fluoridation, 
a $50 return can be expected in the form of prevented dental cavities 
with a concurrent reduction in dental repair costs. Community water 
fluoridation is the most cost effective dental disease program available 
to date. 


II. Support strategies to implement school Fluoride Mouth Rinse Programs 
in all public, private and parochial schools (grades K through 8) in District 
IX. 

Rationale: These strategies would develop and implement school Fluoride Mouth 


Rinse Programs in those schools where the public water supply is not 
fluoridated. Present school Mouth Rinse Programs run cooperatively 
by County Health Units and School Boards should be expanded. This 
Program costs approximately 50€ per child per year. Though this recom- 
mendation is less effective and efficient when compared to the fluorida- 
tion of public water supplies, it would still reduce tooth decay by up 
to 4296 (as compared to 6596 for fluoridating water supplies.) 


ІП. Support efforts to expand the implementation of an approved dental health 
education curriculum in all public, private and parochial schools (grades 
K through 12) in District IX. 


Rationale: 


Dental health education, taught at an early age, will aid in the prevention 
of dental caries and periodontal disease. Good personal hygiene (brushing 
and flossing of teeth), biannual dental checkups and good nutritional 
practices which limit sugar intake, are necessary components of a healthy 
future. 


IV. Support efforts to identify gaps in the provision of emergency dental care 
and determine who is responsible for providing that care in District ІХ. 


Rationale: 


Improvements are needed in District IX in regard to the provision of 
emergency dental care. Strategies should be developed to define and 
to change this situation. Area hospitals and the dental societies, along 
with the District IX Health Council, should be jointly responsible for 
developing recommendations for any needed improvements in emergency 
dental care services. 


y. Support efforts to identify the existing need for regular dental care by 
low-income children, the home-bound and institutionalized persons in District 
IX. 


Rationale: Regular dental care should be available to all residents of District 
IX, including those home-bound, those in institutions, and low-income 
children who have no means to buy dental care. Тһе District IX Health 
Council, in conjunction with such groups as the Council on Aging, Dis- 
trict IX HRS, Nursing Home Administrators, and Home Health Agencies, 
should develop strategies to reach the appropriate entities to determine 
the extent of this need. 


VI. Develop strategies designed to measure the extent of periodontal disease 
in District IX. These strategies should include: 


A. An improved data base on the incidence and prevalence of periodon- 
tal disease. 


B. Determination of the level of services necessary to treat periodontal 
disease, with emphasis on educational services designed to teach 
the importance of plaque control, early intervention and comprehen- 
sive treatment. 


C. Coordination with County Health Departments, local dental societies 
and the Department of HRS in order to evaluate future recommenda- 
tions to combat periodontal disease. 


Rationale: As the incidence of dental caries decreases, the next priority in preven- 
tive dental health should be to combat periodontal disease. In order 
to address this issue, more preliminary information is necessary and 
coordination with other agencies responsible for preventive dental health 
is very important. - 
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EMERGENCY MEDICAL SERVICES 


INTRODUCTION 


Emergency Medical Services (EMS) provide immediate medical 
care to prevent loss of life or the worsening of physiological 
or psychological illness or injury. The development of EMS in 
the United States has occurred at an extremely rapid pace within 
the last eighteen years. Until 1966, Emergency Medical Services 
in the United States was, perhaps, the most neglected area of 
medical and public safety service. The active input and interest 
of physicians regarding the need for improvements in emergency 
medicine contributed to the inclusion in the National Highway 
Traffic and Safety Act of 1966, of a standard which required 
each state to take definitive actions toward providing better 
emergency medical care for traffic accident victims. 


Prior to 1970, emergency services as we know them today, did 
not exist in District IX. At that time, most people considered 
emergency services only in regard to ambulance services. These 
services were mostly provided by funeral homes, volunteers, and 
private ambulance companies utilizing very poorly trained (by 
today's standards) personnel. The Emergency Medical Services 
Systems (EMS) Program (Title XII of the Public Health Service 
Act) was established in 1973. The purpose of the program was 
to provide assistance and encouragement for the development 
of comprehensive emergency medical services systems throughout 
the country and, thereby, improve the quality of patient care 
and reduce morbidity and mortality. The Federal EMS Act of 
1973 has been amended three times, most recently іп 1979, to 
provide funding for trauma centers and poison control centers. 


Due to the Federal EMS Act of 1973 (P.L. 93-154), major improve- 
ments were made to both the State of Florida's and to District 
IX's EMS Systems. The Office of Emergency Medical Services 
(Health Program Office, HRS) operates under the guidance of 
the Comprehensive State Emergency Medical Services Act develop- 
ed by the Florida Legislature and the Governor in 1973 (Chapter 
401, Florida Statutes). In District IX, improvements on a region- 
wide basis consisted of, at a minimum, utilizing better trained 
ambulance personnel (emergency medical technicians), upgrading 
local hospital emergency departments through providing 24-hour 
service and utilizing physicians especially trained in emergency 
medicine. By 1978, Okeechobee County, St. Lucie County and 
some communities within Palm Beach County had initiated parame- 
dic services. Also, by 1978, all five counties had made major 
improvements in their emergency comunications systems. 


Since the passage of the Federal EMS Act, emergency services 
are now discussed and defined in system terms as: an arrangement 
of manpower, facilities and equipment designed for the effective 
and coordinated delivery of health care services under emergency 
conditions. Figure 1, below, illustrates graphically this total EMS 
system with the six basic elements that are essential for quality 
emergency care listed below. 
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facilities and programs which offer followup care and rehabilita- 
tion as 15 necessary to effect maximum recovery of patient. 
"Followup care and Rehabilitation” includes physical and psychia- 
tric care and vocational rehabilitation. 


A quality EMS system has been further defined (P. L. 93-154) 
to contain the following five basic and ten support elements. 


BASIC ELEMENTS 


Manpower Communication 
Training Transportation 
5. Facilities 


SUPPORT ELEMENTS 


Critical Care units 

Public Safety agency interfaces 
Community participation 

Guarantees of accessibility to care 
Logical transfers of patients 
System evaluation 

Disaster planning 

Mutual aid agreements 

Standardized medical record keeping and data 
collection 

Public information and education 


1 
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3 
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6 
7 
8 
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The above basic and support elements are not all inclusive and 
can be modified based upon increases in the state of the art and 
how EMS needs are defined locally. Conspicuously absent from 
this list is the development of suitable funding mechanisms. 

The reason for this is that the above EMS system was designed 
as part of a Federal Grant Program which provided the majority 
of funding to participating regions throughout the country. Also, 
if similar systems are to be set up locally without the aid of 
Federal funds, a great deal of attention must be given to how 
to make such a system work within the limits of local resources. 


As a patient's needs do not recognize political or organizational 
boundaries, and considering the sheer numbers of people and organi- 
zations and political subdivisions that must interact to the best 
interest of the patient, sound management and coordination prac- 
tices are a must at the local, regional, and State program level. 


Due to the type of care being provided and to the varied and 
often adverse circumstances under which it must be provided, 
EMS requires a great deal of specialized equipment and manpower, 
both in the field and in health care and support facilities. This 
need, especially for specialized medical, communication, and trans- 
portation equipment, places a high priority on making maximum 
use of available EMS resources. 


As defined in Florida law, there are two levels of Emergency 
Medical Services. "Basic Life Support" means treatment of life- 
threatening medical emergencies by a qualified person through 
the use of techniques such as patient assessment, basic cardiopul- 
monary resuscitation, splinting, obstetrical assistance, bandaging, 
administration of oxygen, application of medical antishock trousers, 
and other techniques described in the Emergency Medical Techni- 
cian Basic Training Course Curriculum of the United States Depart- 
ment of Transportation. ."Advanced Life Support" means treatment 
of life threatening medical emergencies through the use of tech- 
niques such as endotracheal ‘intubation, the administration of 
drugs, intravenous fluids, telemetry, cardiac monitoring and cardiac 
defibrillation, by a qualified person. 


The qualified personnel are defined as fellows. "Emergency Medical 
Technician (EMT)" means any person who is trained in basic life 
support and who is certified by the Department of Health and 
Rehabilitative Services to perform such procedures in emergency 
situations. "Paramedic" means a person certified by the Depart- 
ment to perform basic and advanced life support services as defined 
above. 


The National Academy of Sciences has estimated that 60,000 
deaths from traumatic injury could be avoided across the United 
States through improved emergency medical services. The Ameri- 
can Heart Association estimated that between 15% and 20% of 
prehospital coronary deaths are preventable if proper care were 
administered at the scene en route to an appropriate medical 
facility. It was also estimated that 5,000 deaths each year caused 
by drowning, poisoning, and drug overdose could be prevented 
with improved EMS. 1 
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Major cardiovascular diseases, accidents, suicides and homicides 
are among the leading causes of death in District IX. Each 
of these causes is characterized by a sudden onset of illness 
or traumatic injury. As stated previously, it is generally acknow- 
ledged that a quality EMS System could prevent 15?6 of these 
deaths. Another readily available indicator that can be used 
to determine the impact of an improved EMS System is the 
resident crude death rate which represents deaths in District 
IX from ALL causes. It is nationally accepted that a quality 
EMS System can reduce this rate by as much as 1096. The follow- 
ing table illustrates the growth of population in District IX from 
1979 to 1982 and the numbers of deaths from Sudden Onset 
Illness/Traumatic Injury* (SO/TI) and total deaths from 1979 
through 1982. 


| ТАВГЕ 1 
| DISTRICT ІХ: POPULATION GROWTH, THE NUMBER OF DEATHS FROM ALL CAUSES 
AND THE NUMBER OF DEATHS FROM SO/TI. - - - > 1979-1982. , 
% Change % Change ange 
from Previous from Previous from Previous 


_Year Year Year 


875,070 | -5% T1044 1 
909,461 | _+3.9% || 10.63% 
AIRS; 1979, 1980, 1981, 1982. mmm 


During the 1981-1982 program year, two major improvements 
occurred in District IX. Palm Beach County's 911 System became 
operational and Martin County's tax supported paramedic program 
became operational. These improvements helped to stem the 
increase in resident deaths from sudden onset illness/traumatic 
injuries in District IX but we need to evaluate each county, 
individually, in order to attain a clearer picture of the situation. 


*Sudden Onset Illness/Traumatic Injuries include major cardiovascular diseas- 
es, accidents, suicides and homicides. 
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TABLE II 


CRUDE RESIDENT DEATH RATES PER 1,000 POPULATION 


| AREA 1979 1980 1981 1982 
Indian River 11.2 11.3 11.1 11.1 
Okeechobee 9.4 9.3 11.2 10.1 

Palm Beach | 11.3 | 120 | 121 | 120 — Beach 1211 120 
District IX 11.4 11.8 11.9 [1.7 

_Florida_ 10.6 10.6 10.7 10.4 


| Source: Florida Vital Statistics, HRS, 1979, 1980, 1981, 1982. 


TABLE Ш 


RESIDENT SUDDEN ONSET ILLNESS/TRAUMATIC INJURY (5О/ТІ) 
RATES PER 1000 POPULATION 


АКЕА | 1979 | 1980] 1981| 1982 | 
indian River T2 1 63 1 79] €3 —] 
Martin 8.8 7.8 7.6 | 
St. Lucie 7.3 6.8 | 6.8 | 6. 7 

Okeechobee 5.9 ya | 6.9 | 6.8 | 
Palm Beach 7.1 751 48 | 23 | 
District IX 7.2 131—258] 12. | 
Florida, ___ 6.5 65 | 66 | 63 —] 


— | 


Source: Florida Vital Statistics, HRS, 1979, 1981, 1982. 


These indicators need to be followed through for the next several 
years so that we Can establish trends in the amount of impact 
EMS Systems have on these death rates. However, the potential 
benefits of a quality EMS System extend beyond the saving of 
lives; a high quality EMS System could also reduce the amount 
of permanent disabilities resulting from traumatic injuries and 
sudden onset of illness due to quicker receipt of quality care 
both on site and at appropriate institutions. 


FIGURE 2: RESIDENT DEATH RATES 
PER 1000 POPULATION 
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Figure 2с: St. Lucie County 


Figure 2а: Indian River County 
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Figure 2% Okeechobee County 
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Figure 2е: Palm Beach County 


12.0 
Crude 


10.0 
8.0 
.....%.. 
som ee . 
6.0 
4.0 
--------і 


Оп October 1, 1983, Florida enacted into law a statute that affects 
every restaurant in regard to emergency first aid to choking victims. 
It stipulates that an approved maneuver (e.g., Heimlich Maneuver 
or American Heart Association) be posted in all restaurants and 
that employees be trained in the procedure. The text of the 
law is as follows: 


Section l. Section 509.213, Florida Statutes is created 
to read: 

509.213 Emergency first aid to choking victims-- 

(1) Every public food service establishment shall post 
a sign in a conspicuous place in the establishment acces- 
sible to employees, which sign illustrates and describes 
the Heimlich Maneuver procedure (or another approved 
method such as the American Heart Association recom- 
mendations) for rendering emergency first aid to a choking 
victim. 

(2) The establishment shall be responsible for familiarizing 
its employees with the method of rendering such first 
aid. 

(3) This section shall not be construed to impose upon 
a public food service establishment or employee thereof 
a legal duty to render such emergency assistance and 
any such establishment or employee shall not be held 
liable for any civil damages as the result of such act 
or omission where the establishment or employee acts 
as an ordinary reasonably prudent man would have acted 
under the same or similar circumstances. 
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SERVICES AND SETTINGS 


TABLE IV 
EMERGENCY MEDICAL SERVICES ANO SETTINGS 


SERVICES SETTINGS 


Short-Stay |Long-Stay |F ree Standing 
Ноте! Mobile | tory In-Patient |In-Patient Support Community 
Heaith Promo- County Govt. 
tian and Hospitals Heart Assn. 
Protection Red Cross 
School System 
Diagnosis and Ambu- |Hospitals |Hospitals Doctors 
Treatment lance Doctors Doctors 
Services 
Fire Rese 
cue 
Law En- 


force- 
ment 


Personal Heaith Blood Banks |County Govts. 
Support Services Civil Oefense 
System Enabling County Govt. 
District IX 
Health Council} | 
Treasure Coast 
Regiona! Plan-| | 
ning Council 
District ІХ HRS 
County Health 
Units 


Municipalities 


Though not yet available to all residents of District IX, freestanding emergi- 
centers represent one of the fastest growing sections of health care deli- 
very in the United States and their impact on the future trend of medical 
practice is certain to cause some radical changes. The term "emergicenters" 
does not apply to a single type of facility but, in fact, is a term which 
has been applied to a range of freestanding ambulatory care facilities. 


The differences among the types of facilities known as emergicenters relate 
to their capabilities. Three general types of facilities exist across the 
country. One type has medical care capabilities very similar to hospital 
emergency rooms in that they are open continuously, provide episodic care 
for a range of illnesses/injuries including those that are life-threatening, 
and are staffed by emergency physicians. The primary distinction between 
. these true emergency centers and hospital based emergency rooms is that 
these centers are freestanding and frequently independent of hospital owner- 
ship or control. While first established in 1973, these types of emergicenters 
still number less than a dozen, nationally. А second type of emergicenter, 
which can be referred to as an "urgent care center", is staffed and equipped 
to provide care for minor emergencies. Urgent care centers generally have 
the capability of evaluating and stabilizing (not treating) life and limb- 
threatening illness and injuries in the event such patients present themselves. 
To do so, they employ emergency physicians and maintain certain key pieces 
of emergency equipment. А third type of facility is sometimes also referred 
to as an emergicenter. However, its capabilites are simply those of an 
extended hours "primary care center" or physician's office. Here in District 
IX, the majority of the centers appear to be primary care centers. In Palm 
Beach County, the Emergency Medical Services Division is attempting to 


define the existing centers Бу having their administrators fill out a survey 
form addressing each center's capabilities. 


Typically, the centers are located in heavily-trafficked suburban areas such 
as major shopping centers or strategic intersections. Most emergicenters 
are open seven days a week, including holidays, from 10-16. hours а day, 
depending upon the need in their areas of operation. Patients do not need 
appointments and are treated within 15-20 minutes after arriving. There 
is supposed to be a licensed physician and nurse on duty at all times and 
other appropriate ancillary personnel and clerical support. 


Medical treatment is readily available for a variety of episodic injuries 
and illnesses such as cuts, lacerations, sprains, fractures, dislocations, flu, 
sore throats, childhood diseases, accidents and minor job-related injuries. 


What these primary care type emergicenters do not treat are major trauma 
and illnesses regarded as life or limb threatening. 


A 1972 Health Planning Council study of Palm Beach County hospital emer- 
gency departments showed that only 48% of emergency department visits 
were valid emergencies. The greater proportion of the remaining 52% most 
likely could have received appropriate treatment in a less expensive emergi- 
center or other primary care setting. A more recent study by the Indiana 
Hospital Association noted that half the people who go to a hospital emer- 
gency department have non-emergency conditions. Only 5% of the patients 
were judged to be in life-threatening situations, 45% were considered to 
be urgent, but nearly 83% were treated and released. Тһе increasing de- 
mands put upon the hospital emergency department have been due to the 
fact that, until the emergence of freestanding centers, there has been no 
place to receive medical attention after regular physician's hours or on 
weekends except in the hospital emergency department. Therefore, these 
centers would have a definite impact on health care delivery in District 
IX once they are established throughout the District. In the future, it 
might be possible to refer ambulatory non-emergency situation patients 
to the hospital's own primary care center or to another local center. 


SYSTEM CHARACTERISTICS 


Availability 


The major service gap exists within the transportation component 
of District IX's EMS System in that advanced Life Support (para- 
medic) Services are not uniformly available to all areas of District 
IX. There have, however, been major improvements made in the 
last few years. Currently, Okeechobee, St. Lucie, Martin and most 
of Palm Beach Counties provide paramedic services to their resi- 
dents. To date, paramedic services are not available to all residents 
of Indian River County. 


In regard to paramedic services, there is still the problem of having 
enough quality paramedics. In Palm Beach County, it appears that 
the supply of paramedics is in tune with the demand, but in other 
counties, such as St. Lucie, the supply is still not adequate. Indian 
River Community College provides paramedic training for the four 
northern counties and has recently instituted a one-year program 
to replace its former two-year associate degree program in order 
to make it comparable to other programs across the country. This 
program will help to train paramedics fast enough to meet local 
needs. Also, the State EMS program and local training programs 
are working together to achieve better preparation of students 
taking the State Certification Examination required to become 
a practicing paramedic. The most recent graduating class of para- 
medics from Palm Beach Junior College achieved an 88% pass rate 
on the State Certification which is higher than the State average. 


Under availability, there is another problem that persists in District 
IX. The County Health Departments and the Veterans' Administra- 
tion are two providers who are totally closed at 5:00 p.m. and on 
weekends. It is impossible to transfer one of their patients to Miami 
for further treatment. without action by one of these providers 
because physicians refuse to accept responsibility for "over the 
highway" transport. A twenty-four hour telephone answering service 
would alleviate this problem. 


Accessibility 


Initial access to local emergency transportation services and facilities 
is not a major problem. All five counties have an operational 911 
communications system. It is important to note that the design 
of regional EMS telecommunications can act either as the necessary 
glue to bond all. system components into an organized, cohesive 
structure, or can support the existence of a fragmented nonsystem 
in which a multitude of communications linkages serve to isolate 
the critical patient from necessary EMS intervention and treatment. 


Medical control, also termed physician direction, is the single most 
visible element of the EMS communications system from the inter- 
agency viewpoint in an optimum situation. Before medical control 
can be effected, all acute care facilities must be categorized and 
formal transfer arrangements among these hospitals must be agreed 
upon. Interhospital physician consultation, treatment protocols, 
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transportation and equipment arrangements, professional accompani- 
ment, and standard patient record-keeping procedures must be in- 
cluded in these agreements. Triage protocols should be developed 
for all emergent critical care patients and should directly reflect 
facilities categorization. Treatment protocols do not constitute 
a loss of freedom for individual health care providers to express 
themselves in terms of the kinds of care rendered to emergency 
patients because, in an EMS System, providers do not, individually, 
render care--the EMS System does, and it does so as a team. 


District IX has a severe problem in regard to access to specialty 
or more definitive care not available at local hospitals. In many 
cases, patient needs dictate that patients be transferred to another 
hospital on an inter/intra regional basis to receive a more specialized 
level of care. Access to this level of care is not currently guaran- 
teed, regardless of ability to pay, through formal inter-hospital 
transfer and payment agreements. 


А specific problem exists in the Western portion of Palm Beach 
County in regard to transfer protocols. In Pahokee and Belle Glade, 
it is difficult to transfer a critically injured or ill patient to coastal 
hospitals. These small rural hospitals do not have most of the specia- 
lized equipment located in the coastal hospitals. At present, the 
real problem of such transfers involves the indigent where some 
guarantee for payment must be made and a hospital must accept 
the transfer. On the coast, their transfer problems are limited 
to transfer of patients for out-of-District specialized care and, 
in Belle Glade and Pahokee, the problem involves transfer to a 
higher level of care. It is really the same problem though geographic 
isolation places a further burden on the situation for Western Palm 
Beach County. 


Continuity 


Continuity has to do with those aspects of the EMS System which 
increase the degree of coordination between various system compon- 
ents and with how quickly and smoothly a patient receives all requir- 
ed emergency services. Delays or interruptions in receipt of required 
services should be minimized to the extent possible. 


Presently, continuity problems still exist at both county and regional 
levels. At the county level, there is a need for strong county-based 
programs consisting of an EMS Council with adequate staff support, 
expertise and consumer input to plan, develop, and coordinate county 
EMS programs. Palm Beach, St. Lucie, and Martin Counties have 
EMS Councils that meet monthly to’strive to resolve these continuity 
problems. 


It is essential that these county programs have strong medical input 


and are organized to allow for medical control of training and per- 
formance of medical personnel. Physicians should also control 
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the quality of on-site/institutional care to be provided and designate 
who provides it. Each county program should be responsible for 
the day-to-day operational problems of emergency services. Current- 
ly, most programs in the county lack sufficient medical involvement 
and control to assure that all citizens within District IX receive 
optimum continuity and uniform quality emergency care. 


The local medical establishment needs to address the following 
local EMS needs: 


1. Categorization of hospitals to determine the exact level 
of care each can provide and the categories of patients 
to whom each is best capable of providing quality emer- 
gency and definitive care. Certain hospitals should also 
be designated as Level ІП trauma centers.* 


p The development of uniform treatment protocols to assure 
quality on-site and institutional care and to determine 
when and where patients should be transferred to receive 
a higher level of care. 


3. Тһе development of  inter-hospital transfer agreements 
which guarantee patients access to specialty care, regard- 
less of ability to pay. Transfers to specialty care centers 
must be .assured with a minimum of interruptions and 
delays; i.e., quick transfers to patients with serious spinal 
injuries to a center which specializes in those injuries 
can mean the difference between ІШІ recovery апа total 
disability for the remainder of a life span. 


4. Special attention must be given to the development іп 
local programs of mutual aid agreements, both among 
political subdivisions and emergency transport services 
to allow for rapid deployment of «emergency services 
during disaster situations or in other situations involving 
multiple injuries or illness. 


5. At the regional level, similar components are needed. 
It is desirable to have both a regional EMS coordinator 
and an EMS Council. This Council would be responsible 
for coordinating EMS standards and operating procedures 
throughout the region. Also, many intra/inter region- 
al problems need attention and can best be handled at 
the regional level. 


It is essential to have several counties operating together as a region- 
al unit when patient needs or the situations warrant. 


*There are three levels of trauma centers as defined by the American College 
of Surgeons in the standards entitled "Hospital Resources for Optimal Care 
of the Injured Patient" and adopted into Florida Statutes. Level I is the 
highest level available and is awarded to teaching hospitals only. Level 
II requires most of the same services available as Level I but allows for 
services to be promptly available and not necessarily on the hospital campus. 
Level III requires services above the level of an excellent emergency room. 
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Quality 


Of the fifteen EMS System components, two still require attention 
with regard to increasing their quality. These are the education 
and transportation components. 


Public education is important for several reasons. First, the public 
must know how to utilize and to participate in its EMS System. 
Second, a quality community-based EMS costs a great deal of 
money. It is usually very difficult for government to commit such 
a large amount of funding without solid public understanding and 
support. There are, currently, no organized EMS public education 
programs to generate needed public understanding and support 
other than episodic media releases. 


Public education has been increasing in such areas as learning 
the techniques of cardiopulmonary resuscitation (CPR). Many 
local groups have sponsored classes in order to learn CPR. Palm 
Beach Junior College offers a course that teaches day care center 
personnel to render primary care treatment to children in the 
early stages of illness or injury. They also offer an 3-hour First 
Aid/CPR seg-ment with the goal in mind to certify all of the esti- 
mated 2000 Palm Beach County workers. 


Other educational programs at Palm Beach Junior College include: 
1. All Allied Health students are trained in CPR. 


2. The general First Aid course required by many degree 
programs teaches Heartsaver. 


3. The Police Recruit Class (training law officers for the 
County) are taught the First Responder's course. 


4. All the Paramedic personnel are instructed in ACLS (Ameri- 
can Heart Association) as part of their curriculum. 


5. Palm Beach Junior College and the local American Heart 
Association conduct ACLS training and refresher courses 


each year to medical personnel. They also train instructors 
for ACLS. 


District IX's transportation component has been improving. In 
1976, the average response time (time from receipt of call to 
on-scene arrival) was approximately 11 1/2 minutes. In Palm Beach 
County, from October, 1982 through September, 1983, there was 
a total of 40,034 calls with an average response time of 7 minutes. 
EMS transport vehicles (with appropriately trained personnel) should 
be able to respond within five (5) minutes in most cases. This 
guideline has been determined by the needs of a heart attack victim 
who must receive adequate care within five (5) minutes so that 
brain damage doesn't occur from lack of oxygen. 
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Each year the Clinical Conference оп Pre-hospital Emergency Care 
sponsors an Advanced Life Support Contest. On July 7, 1983, thirty- 
six paramedic teams were judged as to how well they functioned 
independently in difficult situations. The paramedics from the 
Boca Raton Fire Department emerged as the 1983 champions with 
the Del Trail Fire Department from Delray Beach in second place. 


Cost: It is very difficult to determine the actual cost of the current 
District IX EMS System because of the multiple and inconsistent 
funding mechanisms. Emergency services are currently funded 
through local taxes (county, municipal, special tax districts), private 
grant funds, donations, patient billing, Federal and State funds 
and other sources such as United Way. This type of multiple funding 
causes many problems. First, it is very difficult to realize actual 
cost when a community believes that it is receiving a lot of service 
for very little "noticeable" dollars being spent; i.e., donations to 
volunteer organizations are not accurately accounted for as opposed 
to county government funds being highlighted in yearly budget appro- 
val processes. Second, a quality EMS System is dependent on consis- 
tency of funding since emergency services must be delivered on 
a 24-hour-a-day, seven-day-a-week basis. , Unless an adequate level 
of continued funding can be guaranteed, quality of services is endan- 
gered. 


When a governmental organization makes a serious committment, 
„over-all quality can be greatly increased. EMS personnel are paid 
better and receive better continuing education. Communication 
systems are upgraded and, finally, the community-supported systems 
provide advanced life support services (paramedics) which must 
be tightly controlled due to the high level of on-site care provided - 
and the expensive and highly technical equipment involved. Because 
paramedic services must have close medical supervision and must 
maintain quality on-site care on a 24-hour-a-day, 7-days-a-week 
basis to all citizens within their service areas, it is usually necessary 
that such services be provided by a governmental unit (county, 
municipal, or special taxing district) to assure a consistent and 
uniform funding base. Also, emergency transport involves a large 
number of false calls and provision of service to low density rural 
or suburban areas. It is not economically feasible for private fee 
for service transport services to provide such services. Almost 
all private companies agree that they are most suited to providing 
non-emergency transport services where the situation is more control- 
led and payment is more readily assured. However, there have 
been reports of duplicative services at the emergency scene, itself, 
and this also increases cost. 


The major decision that has to be made regarding cost is either 
to maintain multiple, non-community based funding or to have an 
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EMS System which is tax supported at an approximate rate of 58.00 
per capita per year.* Most good EMS Systems have a strong tax 
supported component in conjunction with private and volunteer 
elements. Is there room for all? 


*Palm Beach County Department of EMS, in a 1981 study, determined that 
it would cost $8.16 per capita to provide Emergency Transportation Services 
(Basic/Advance Life Support) to all citizens of Palm Beach County. A com- 
prehensive system to include other elements (communications and administra- 
tive elements) may cost from $10 to $12 per capita or over 57 Million dollars 
for District IX. 
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PROGRAM POLICIES AND PRIORITIES 


Program Policies 
(As Defined by the Following Goals and Objectives) 


Goals 


District IX's EMS System should be capable of providing each resi- 
dent accessibility to quality emergency care. 


District ІХ!5 EMS System should aid in the reduction of the overall 
death rate and the sudden onset illness/traumatic injury death rate 
in this area. 


District IX's EMS System should be capable of delivering on-site medi- 
cal care to 95% of the Area's population within a response time of 
five (5) minutes. 


Objectives 


By 1989, administrative and coordination elements; i.e., county/region- 
al programs, coordinators and EMS Councils, should be effective/effi- 
cient in identifying and resolving EMS problems regarding all fifteen 
components of a quality EMS System. 


By 1989, all EMS services (including central dispatch centers) should 
be in compliance with the State of Florida's EMS Communication 
Plan. 


By 1989, emergency care should be available to 90% of the popula- 
tion within a response time of five (5) minutes. 


By 1989, the local physicians and hospitals of District IX should categor- 
ize all hospitals to determine the exact level of care each can and/or 
should provide and to determine where and when emergency patients 
should be transported to receive the most appropriate emergency and 
definitive care as determined by patient needs. 


By 1989, the local physicians and hospitals of District IX should develop 
uniform treatment protocols to assure quality on-site and institutional 
care and to determine more accurately when and where patients should 
be transported to receive a higher level of care than is available in 
District IX. 


By 1989, the hospitals within District IX should develop and imple- 
ment inter-hospital transfer agreements with those hospitals to which 
they normally transport patients for specialty care; to assure all citi- 
zens of District IX equal access to specialty or more definitive care 
with minimum interruptions in service regardless of ability to pay. 


By 1989, local emergency services and political subdivisions should 
establish necessary mutual aid agreements to assure that these services 
are available to the citizens of District IX during times of natural 
and/or man-made disaster or those situations which involve multiple 
injuries or illnesses. 
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Ву 1989, EMS public education programs should be available to 
all citizens of District IX. These programs should emphasize the 
importance of having a quality EMS System and of including the 
assurance that the majority of citizens (and visitors, if necessary) 
know how to: (1) Use the 911 system and obtain emergency services, 
(2) utilize the system properly, and (3) provide first aid and CPR 
(a minimum level of on-site care). Public education programs should 
also stress that visitors bring their medical history with them, includ- 
ing such vital information as EKG strips. 


By 1989, the number of non-emergent emergency department visits 
should be reduced by 25%. (In 1972, a Health Planning Council 
study showed that 52% of the patients admitted to emergency rooms 
could have received appropriate care in a less expensive primary 
care setting.) 


By 1989, all county EMS programs should develop more stabilized 
and consistent funding mechanisms in order to guarantee uniform 
quality emergency services on a 24-hour, 7-day a week basis with 
minimum interruptions in service to all citizens of District IX. 
(These mechanisms should not preclude the use of those resources, 
manpower, funds, equipment, etc. which are volunteered by commu- 
nities throughout District IX but, instead, should provide for a well 
defined, effective and efficient use of these resources.) 
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PROGRAM PRIORITIES 


(As Defined by the Following Recommendations by Priority Ranking) 


I. Support cooperative efforts among concerned Federal, State, region- 
al and local entities to promote and provide consultation and assistance 
for the implementation of county comprehensive EMS programs. 


Rationale: It is expected that, through the promotion of strong 
county based EMS programs, the priority of EMS will be raised 
and county governments will gain the needed manpower, expertise 
and local support to improve their EMS Systems continually. Those 
assisting counties in improving EMS programs should strive to gain 
community acceptance and involvement, to assist in determining 
required administrative procedures, guidelines and policies, and 
to assist in drafting enabling ordinances and regulations. Coordina- 
tion between these entities will result in improving the patient's 
ability to enter the EMS System quickly and to move smoothly 
through the System while receiving appropriate quality care. 


II. Support efforts to develop and implement an EMS Regional Program 
capable of planning, developing and coordinating а five-county EMS 
System. 


Rationale: Both regional and county programs are needed to coordi- 
nate the independent five-county programs. Тһе Regional Program 
would support the county programs. For example, critical patients 
must be smoothly transferred on an inter-county/regional basis 
so that they may receive the proper level of care. Іп order that 
these inter-county/regional transfers are handled smoothly, a region- 
al program is essential. 


III. Support strategies that would aid all of the hospitals in District IX 
to expand their roles in respect to developing a quality EMS System 
for this region. Specifically, hospitals should be highly supportive of 
developing the following elements of a quality EMS System: 


1. Categorization of hospitals to determine the level of care 
each can provide. 

2. Development of uniform treatment protocols to assure quality 
on-site and institutional care. 

3. Development of  inter-hospital transfer agreements among 
hospitals in order to assure all citizens of equal access to 
specialty or more definitive care with minimum interruptions 
in service, regardless of ability to pay. 


Rationale: Currently, all county EMS programs in District IX lack 
sufficient medical involvement and control to assure that all citizens 
within the region receive optimum continuity and uniform quality 
emergency care. 
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It is essential that hospitals address the following EMS needs: 


1. Categorization of hospitals to determine the exact level of 
care each can provide and the categories of patients for whom 
each is most capable of providing quality emergency and defini- 
tive care. Certain hospitals should also be designated as Level 
III trauma centers.* 

2. Тһе development of uniform treatment protocols to assure 
quality on-site and institutional care and to determine when 
and where patients should be transferred to receive a higher 
level of care. 

3. Тһе development of inter-hospital transfer agreements which 
guarantee patients’ access to specialty care, regardless of 
ability to pay. Transfers to specialty care centers must be 
assured with a minimum of interruptions and delays; i.e., quick 
transfers of patients with serious spinal injuries to a center 
which specializes in those injuries can mean the difference 
between full recovery or total disability for the remainder 
of a life span. 


IV. Study county-based EMS delivery systems and recommend how systems 
costs can be reduced. The following studies should be given high priority: 


a. the feasibility of a one-tier system for Palm Beach County. 
b. the sharing of communications among like services. 
с. the sharing of facilities among like services. 


Rationale: During this era of rising health care costs and limited 
health care resources, cost containment in both the public and 
private sector must be given a high priority. With respect to EMS, 
the above cost containment strategies could markedly reduce EMS 
system costs. Okeechobee County, in conjunction with the Health 
Planning Council, recently implemented the sharing of County 
Fire and EMS communications and facilities for an ongoing annual 
savings of $50,000 - $70,000 for the Okeechobee County budget. 
Further cost containment studies by the local Council would be 
a catalyst for other county EMS programs to achieve similar cost 
savings. 


*There are three levels of trauma centers as defined by the American Col- 
lege of Surgeons in the standards entitled "Hospital Resources for Optimal 
Care of the Injured Patient" and adopted into Florida Statutes. Level 
I is the highest level available and is awarded to teaching hospitals only. 
Level П requires most of the same services available as Level I but allows 
for services to be promptly available and not necessarily on the hospital 
campus. Level III requires services above the level of an excellent emergen- 
Cy room. 


18, 
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INTRODUCTION 


"Long Term Care" is a generic term for the health care of people who have chronic 
ailments. Long Term Care is more than a nursing home, and not simply a health ser- 
vice; it is needed for more than just elderly populations, and it requires long term 
commitment of resources. 


The definition used by the Department of Health and Human Services defines long 
term care as follows: 


Long Term Care consists of those services designed to 
provide diagnostic, preventive, therapeutic, rehabilitative, 
supportive and maintenance services for individuals who 
have chronic physical and/or mental impairments in a 
variety of institutional and non-institutional health settings, 
including the home, with the goal of promoting the opti- 
mum level of physical, social and psychological functioning. 


The major goal of a Long Term Care System is to develop a "continuum of care"; 
that is, a wide range of services and facilities to provide any level of care needed 
by the individual. A continuum of care includes medical as well as social services, 
and ranges from total institutional care such as nursing homes and hospitals to less 
restrictive services or settings such as home health care, nutrition programs, etc. 


The National Center for Health Statistics estimates that 81% of all persons over 65 
have chronic conditions, 45.5% of those over 65 experience activity limitations due 
to these conditions and 39.4% are limited in major activities. In order to give each 
elderly individual the opportunity to seek an independent and rewarding life in old 
age, the Senate Special Committee on Aging has specified a threefold strategy: 


1. То delay the onset of preventable disease in healthy adults; 


2. То lengthen the period of functional independence in those elderiy with chronic 
disease; and 


3. То improve the quality of one's later life.” 


These strategies will be difficult to attain without greater coordination among all 
health and social service entities. However, the goals of continuity of care, of maxi- 
mum level of functioning, and of living with the least possible restriction should add 
quality as well as quantity to life. 


SERVICES/SETTINGS 
ADULT DAY CARE 


The United States Senate Special Committee on Aging has defined "day care" as a 
program of services provided under health leadership in an ambulatory care setting 
for adults who do not require 24-hour institutional care and yet, due to physical and/or 
mental impairment, are not capable of full-time independent living. Participants 
in the day care program are referred to the program by their attending physicians 
or by some other appropriate source such as an institutional discharge planning program 
or a welfare agency. Тһе essential elements of a day care program are directed toward 
meeting the health maintenance and restorative needs of participants. Adult day 
care permits the family supporting the patient to work during the day, thus avoiding 
either institutionalizing the patient or reducing the family's income because one mem- 
ber of the family must stay at home to care for the elderly family member. ? Adult 
day care provides the opportunity for the patients to engage in social activities, thereby 
enhancing the quality of life for functionally impaired individuals. 


RESPITE CARE 


Respite services permit the family of an elderly person to take a break from caring 
for the elderly family member for a short period of time. There are two approaches 
to respite care; one in which the service is provided in the patient's home and the 
other in which the patient goes to an institution. In either case, a family would seek 
respite service for a specific period or for a vacation. Unlike adult day care, respite 
services operate 24 hours a day. 


HOME CARE FOR THE ELDERLY 


Home Health care comprises a set of services that may be delivered in the home, 
singly or in tandem, to enable a disabled person to cope successfully with existing 
living arrangements. Home Health Agencies offer assessment of the patient, extended 
medical care, personal care and maintenance, counselling and linkages. Linkage services 
include information and referral, transportation, telephone reassurance and other ser- 


vices that enable the housebound to maintain linkage to the community and social 
network. 


The Palm Beach Regional Visiting Nurse Associaton, Inc. reported that, for February, 
1984, of the 299 admissions, 251 were 65 and over Across the nation, about 800,000 
beneficiaries of Medicare received home health services in 1977. Of these, virtually 
all (9696) received nursing care services, one-third received home health aides, апа 
20% received physical therapy. Thirty percent of the home health visits were by 
home health aides. There were 21 visits per individual served. More than half (5896) 
of those served were 75 years of age and over.? 


ADULT FOSTER HOMES 


Adult foster homes are not licensed by the State of Florida, but they receive a fire/safe- 
ty inspection and a "home study". The DHRS Adult and Aging Program Office supervis- 
es placement and assigns a social worker to each home. The facility may have no 
more than three residents and, generally, provides a "family setting". Adult foster 
home residents must be ambulatory and able to carry out minimal personal functions 
because personal care is not necessarily provided. 


ADULT CONGREGATE LIVING FACILITIES 


Adult Congregate Living Facilities (ACLFs) are privately-owned facilities, licensed 
by the State of Florida, which offer room, board and assistance with such personal 
needs as bathing, housekeeping and taking self-administered medications. ACLFs 
also help to arrange for transportation and conduct social and recreational services 
on behalf of residents. ACLFs do not provide medical care and must arrange for 
residents to obtain needed medical services. Costs vary considerably among ACLFs, 
but they are usually less than nursing home care. Residents usually stay on a month-to- 
month basis and are asked to sign an admission contract. 


ACLFs IN DISTRICT IX 


County No. of ACLFs No. of Beds 
Indian River 3 82 
Martin 2 22 
Okeechobee 2 31 
Раіт Веасһ 29 902 
St. Lucie 4 36 
TOTAL 40 1,073 


NURSING HOMES 


Nursing Homes in Florida are defined by regulation according to the type of care 
which they provide. А skilled nursing care home is defined as "a facility under the 
management of a licensed nursing home administrator, providing a full range of health 
and related services, including skilled and extended care, with or without an organized 
medical staff, having a registered nurse employed full time during eight hours, seven 
days a week and in charge of the nursing services and/or licensed practical nurses 
on duty at all other times and such additional personnel as may be required".'? Interme- 
diate care nursing homes are essentially the same as skilled nursing care homes, except 
that the scope of services and the number of and hours of coverage by professional 
nurses required is 1е55.15 Many nursing homes have both skilled care beds and interme- 
diate care beds. 


The most recent (1977) information from the National Center for Health Statistics 


about the 1.1 million elderly іп nursing homes describes them as primarily white, widow- 
ed, and with an average age of 83. Nineteen percent were aged 65 to 74, forty-one 
percent were 75 to 84, and forty percent were over 85 years of age. While five percent 
of the elderly are SNF residents at any one time, the probability of an SNF stay during 
the lifetime of all those over age 65 was more than twenty percent. The likelihood 
of such a placement rises to almost fifty percent for those over 85 years of age. 


Of every 100 SNF residents, almost 40 came from their own homes and another 34 
came from general hospitals. The rest were equally divided, with half referred by 
other nursing homes and the others coming, for the most part, from mental health 
facilities. While nursing home residents are thought of as long-term stayers, it has 
been estimated that about half of those admitted are discharged within three months. 
There seem to be two separate groups admitted to the SNF: the short-stay group, 
whose average length of stay is approximately 1.8 months, and a long-stay group who 
are residents for an average of 2.5 years. 


Nationally, the number of nursing home beds per 1,000 persons 65 and older is 54.16 
In District IX, the projected 1986 number of beds рег 1000 persons 65 and older was 
expected to be 19.7 but it will actually be 20.8 due to the status of nursing homes 
presently under construction. This is lower than the previous goal of 27 licensed long- 


term care beds for every 1000 persons aged 65 and older adopted in the 1981 Florida 
State Health Plan. 


An October, 1983 document released by the General Accounting Office, reveals that 
Florida's payment for the care of elderly persons in nursing homes was the lowest 
in the nation in 1980 even though it had the oldest population in the nation. They 
also reported that the need for nursing home care is not likely to decline, even in 
the view of increased community programs, given the overall projected increase in 
the number of those persons 75 and older and other factors such as declining informal 
supports. Moreover, the expansion of community programs and more careful screening 
of potential nursing home residents means that th ge who are admitted to nursing 
homes will have more intense, more costly care needs. 


HEALTH STATUS FACTORS 


THE ELDERLY POPULATION 


More Americans today live to older ages than ever before. In 1900, Americans who 
were 65 years old and over, made up four percent of the population. According to 
the 1980 Census, there are now 24 million persons over 65. This represents 11% 
of the population. Estimates indicate that, by the year 2000, persons 65 and older 
will number 50 million and comprise 17% of our population. In Florida, and in Dist- 
гісі IX particularly, the growth of the over 65 population has been explosive.  Flori- 
da's population in 1970 was 6,791,418, of which 1,704,499 (17.596) were over 65. 

For District IX, the 1970 population was 475,089 of which approximately 80,880 (17.096) 
were over 65 years of age and in 1980, the population had increased to 808,168 of 


which 179,534 (22.296) were over 65 years of age. 


Nursing home use increases dramatically among those over the age of 75 and the 
proportion of the aged who are over 75 is increasing. 


TABLE I 
0.5., FLORIDA, AND DISTRICT ІХ 
AGE DISTRIBUTION 
(1980) 


Percent of Total Population in: 65 - 74 75 - 84 65+ 


United States 


District ІХ 


United States 
Florida 
District ІХ 


o. LY 


Ages: /65 - 74/ 


Population projections for the State of Florida also point to a shift toward the "older" 
elderly in the future. 


TABLE II 
FLORIDA POPULATION ESTIMATES 1980 - 1990 


By Age Group 


Age 96 of 55+ 96 of 65* % of 65+ 
Group 1980 Pop. 1985 Pop. 1990 Pop. 


65 -74 | 1,059,153 1,213,500 60.0 1,349,900 57.4 


75 - 84 511,078 654,300 32.4 798,500 1 340 
85+ 117,342 | 6.9 | 154,400 203,000 8.6 


| _ 65+ 1,687,573  XXXX | 2,022,200 | ХХХХ 2,351,400 BEE 


| Source: University of Florida, Bureau of Economic and Business Research, Bulletin 264. 


‘As noted in the Health Profile component, population projections for District ІХ and 
the rest of the State are now generated by the Executive Office of the Governor, 
Office of Planning and Budgeting, Revenue and Economic Analysis Unit. These projec- 


tions point to a tremendous growth for this age group, especially in terms of the 
composition of the 65+ group. 


TABLE III 
DISTRICT IX ELDERLY POPULATION COMPOSITION 
1985 AND 1990 (JANUARY ESTIMATES) 


1985 


Percent Percent Percent Percent 
65+ of Total 75+ of Total 65+ of Total 75+ of Total 
Population | Population | Population | Population | Population | Population pulation 


Indian River 16,714 22.296 6,172 36.9% 21,629 23.6% 
20,887 25.7% - 8,130 38.996 26,601 11,199 


1,129 34.196 

. 

38.0% 
District IX 42.996 
Source: Executive Office of the Governor, Tables generated December 6, 1984. 
Please Note: Projection error for the District as a whole is not the same as for the individual counties. 


Palm Beach County has the largest number of elderly residents in the District and 
a large number of the "older" elderly is projected in 1990 to reside in this County. 


Population | | 


д 


TABLE IV 
GROWTH OF ELDERLY POPULATION IN DISTRICT ІХ 
SINCE 1980 CENSUS 


1990 


AREA 


“Indian River County __ 
Martin County .49 ^ 
Okeechobee County 859 35.096 1,690 69.096 


Palm Beach County 40,538 30.296 83,565 62.296 
St. Lucie 6,317 42.796 12,726 86.0% 
District ІХ 57,481 32.0% 118,377 65.9% 


Source: Executive Office of the Governor, January estimates. 


By 1990, District IX is projected to experience a 65.9% increase over its 1980 
elderly population. Palm Beach County and Martin County can expect that 
more than a quarter of their respective population will be 65 years or older 
by 1990. 


How does this elderly growth boom translate into the need for nursing home 
beds? In a 1982 article by Dr. Laurence Branch and Dr. Alan Jette, they state, 
"Chronological age is the only demographic characteristic that displays a signifi- 
cant relationship to Long Term Care institutionalization. Living, glone is the 
only social context variable that achieves a significant effect". A nursing 
home workgroup, set up under the auspices of DHRS, made the statement in 
a working paper that functionally impaired persons, lacking informal care givers 
and having low income, may be more likely to be placgd in the nursing home 
than are persons with some other combination of factors. 


According to the 1980 Census and the Center for Social Research in Aging 
at the University of Miami, some estimates of elderly under the poverty level 
and elderly lacking informal care givers can be derived. 


| TABLE V 
PALM BEACH, MARTIN, ST. LUCIE, AND INDIAN RIVER COUNTIES 
AGE GROUP BY POVERTY LEVEL 
(1980 CENSUS) 


Age 65 -74 Age 75- 
Poverty Level Number Percent 


Under 87% 
Total Below Poverty Level 
100% - 149% 
150% - 200% 
Please Note: 


7,020 


Those elderly persons whose incomes are less than 87% of 
the poverty level are income-eligible for Federal Supplemen- 
tal Social Security Income (SSI) assistance. Those elderly 
individuals whose incomes are under 147% of the poverty 
level in 1980 are income-eligible to participate in Federally 
funded Social Service Block Grant programs. The poverty 
threshold for a person age 65 or above who was living alone 

| іп 1979 маз $3,479. 
с UM од 
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TABLE VI 
PALM BEACH, MARTIN, ST. LUCIE, AND INDIAN RIVER COUNTIES 
AGE GROUP BY LIVING ARRANGEMENTS BY INCOME 
(1980 CENSUS) 


Mean Income Within 


Living Arrangement 
Living Alone: 
Number of Persons 29,120 17,740 
Percent of Age Group 16.9% 29.2% 
Mean Person Income $10,179 $8,656 
In Non-Family Households: 
Number of Persons 3,220 1, 680 
Percent of Age Group 1.9% 2.8% 
Mean Person Income $8,650 $11,467 
In Homes for the Aged*: 
Number of Persons 760 2,060 
Percent of Age Group 0.4% 3.4% 
Mean Person Income | — | $2,247 


*Includes Nursing, Convalescent and Rest Homes for the Aged and 


Dependent. 


TABLE VII 
PALM BEACH, MARTIN, ST. LUCIE, AND INDIAN RIVER COUNTIES 
AGE, GENDER, AND INDICATORS OF SOCIAL SUPPORT 
(1980 CENSUS) 


Age 60 - 74 Age 75+ 
Indicators of Social Support Number Percent 
Male. | anas 51.8% | 20.240 | 
Male 67,380 51.896 20,240 64.296 
Female 35.896 
Total Married 51.896 
Moved into County in past 
Five Years: 
Male 32,400 50.496 5,000 44.0% 
Female 
Total in-Migrants ‚3% 
Public Transportation Disabi- 
lity: 
Male 4,840 43.4% 4,020 32.5% 
Female 6,320| 56.6% 
Total with PTD 


The above tables illustrate the situation in four of the five counties that comprise 
District IX. Many elderly do live alone, are close to the poverty level, have moved 
into the area within the last several years and do not have an informal support struc- 
ture. When the elderly migrate from other areas of the country into District ІХ, 
they leave behind the family support structure and recent literature points to an 
indication that many elderly people are moving back to their original areas of residence. 


How these variables translate directly into need for Long Term Care Services has 
not yet been determined. However, there is no doubt that the elderly population 
is growing rapidly in District IX and a corresponding growth in Long Term Care Servi- 
ces, both institutional and non-institutional, is needed. 
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NURSING HOME FACILITIES 


Current Capacity 


As of March, 1985, there меге 4,887 existing community nursing home beds 
and an additional 902 community nursing home beds approved for Certificate 
of Need in District IX. This brings the total number of existing/approved com- 
munity nursing home beds to 5,789. Sheltered nursing home beds are those 
beds located in life care/continuing care communities as defined in Chapter 
651, Florida Statutes. In District IX, there are 400 existing sheltered nursing 
home beds (inclusive of 120 beds at St. Andrews Medical Center which HRS 
does not include in the sheltered bed inventory) and 30 approved for Certificate 
of Need. This brings the total number of existing/approved nursing home beds 
to 6,099. А total of fory-seven nursing homes are currently available for patient 
care and another nine are either under construction or will be shortly. Sheltered 
nursing home beds will be addressed in a separate section of this Plan. 


Okeechobee County opened its first nursing home in December, 1984 and a 
new facility in Indian River County was also opened during 1984. Five new 
nursing homes also opened in Palm Beach County during 1984. Between January 
and March of 1985, three community nursing homes and one sheltered nursing 
home opened in Palm Beach County. 


Most existing nursing homes are located along the coastal portions of the Dis- 
trict extending from Vero Beach in Indian River County to Boca Raton in south- 
ern Palm Beach County. This distribution of nursing homes follows the basic 
population patterns of the region. 


TABLE VIII 
DISTRICT IX 
COMMUNITY NURSING HOME BEDS 
AS OF MARCH, 1985 


Existing Beds Approved 
County Nursing Home Skilled Intermediate Subtotal Beds 
INDIAN RIVER Florida Baptist 24 24 
Mecca 26 26 
Royal Palm 72 
Vero Beach Care 110 110 
Indian River Village 
Care Center 120 120 
Florida Convalescent 
Subtotal 352 
MARTIN Hobe Sound Geriatric 
Village 120 120 
Stuart Convalescent 182 182 
Beverly Enterprises 120 
Subtotal 302 | 302 120 
OKEECHOBEE Okeechobee Health . 
Care 90 90 
Subtotal 90 90 
ST. LUCIE Abbie Jean Russell 79 
Easter Manor 171 171 [| O 
Ft. Pierce Care 107 107 
Port St. Lucie Con- 
valescent 180 180 
Beverly Enterprises | || 91 
Subtotal 537 537 91 
PALM BEACH | American Finnish 30 30 60 |o 0 1] 
Atlantis Convalescent 120 | О 
lescent 120 120 
Boulevard Manor 110 
Convalescent Center ша 
of the Palm Beaches 99 
Crestview Manor 71 
Darcy Hall 220 
Eason's | 99 | 99 
The Fountains МЕУ НИП o o o IE i 
Center 120 120 
Helen Wilkes BUNC | _____|_ з eee 
Hillhaven Convales- Pp 
cent 120 120 
Pavillion 120 120 
King David 
Lakeside i E A UNE EA | 
Lakeview Manor | 1023 AR DT ЕКЕНИН 
Lake Worth Health Ctn. 162 162 
Lorde's Моггеп МсКее 120 120 
Manor Care - Boca 120 120 
Manor Care - Boynton 120 120 
Mason's 44 44 
Medicana 117 117 
Morse Geriatric Ctr. 
Palm Beach County 
Home 90 91 181 
Regency Health Care 
Center 110 58 168 
Regents Park - Boca 
Ridge Terrace [2 | ee 14 || 
Royal Manor A | 
Sutton Place | 120 | | ro | | 
St. Andrews | 60 | 60 | 120 | | 
Whitehall - Boca 
Florida Convalescent 
Centers 120 
Facilit 120 
Ganot 120 
Henthrog о кені MENGE '- жән 
Henthrog TERME, _ | | [120 | 
Subtotal Г 3,254 | 252 | 3,0060 | 600 | 
DISTRICTIX |  . | 4635 | 22 | 4887 | 902 | 
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DISTRICT ІХ 

EXISTING NURSING HOMES 
INCLUDING SHELTERED BEDS 
AS OF MARCH, 1985 


m 19 The Health Center ай Abbey-Oelray меље iard 
o AA Retirement Communities 
1 Florida Baptist Retirement Center 2000 Lawson Boulevard 
Nursing Home Delray Beach, Florida 33444 ea 
1006 Thirty-Third Street 20 Whitehall Boca 144 лоно 
Veto Beach, Flarida 22960 N 7300 Del Prado Circle South 38 | aber io euh 
2 Mecca Convalescent Home Boca Raton, Florida 33433 : 
916 S.W. Highway #1 21 Helen Wilkes Nursing Home REN 
Vero Beach, Florida 22960 750 Bayberry Drive 
3 Hobe Sound Geriatric Village Lake Park, Florida 33403 айды 
9555 5.Е. Federal Highway 22 Lake View Manor 
Habe Sound, Florida 22455 208 Lakeview Avenue 
4 Stuart Convalescent Center West Palm Beach, Florida 33401 13117 җе азгы 
1800 Раіт Beach Road 23 Lake Warth Health Center 45,4 bevaten 
Stuart, Florida 33494 2501 North A Street aco ие 
5 Abbey Delray South | Lake Worth, Florida 33460 те 
1725 Homewood Boulevard 24  Mason's Nursing Home 
Delray Beach, Florida 33455 3185 Bout well Road 
6 American Finnish Nursing Home Lake Worth, Florida 33461 4 ists, 
1800 South Drive , 25  Medicana Nursing Center 
Lake Worth,Florida 22461 1710 Lucerne Avenue 
7 Atlantis Convalescent Center Lake Worth, Florida 33460 
6026 Old Congress Road 26 Noreen McKeen Nursing Home adl | 
Lantana, Florida 22462 415 South Flagler . [38 indian River Village Care Center | ! 
в Boca Raton Convalescent Center West Palm Beach, Florida 33401 1310 Thirty-Seventh Street 
755 Meadows Road 27 Regency Health Care Center - Vero Beach, Florida 32960 
Boca Raton, Florida 33432 3599 Congress Avenue 39 Manor Care of Boca Raton 


9 Royal Palm Convalescent Center Lake Worth, Florida 33460 375 N.W. Fifty-First Street 


рае A AA nnd 


2180 Tenth Avenue 28 Palm Beach County Home & Boca Raton, Florida 33431 
Vero Beach, Florida 32960 General Care Facility 40 Hillhaven Convalescent Center of 
10 Boulevard Manor Nursing Home 1200 Forty-Fifth Street Delray 
2839 South Seacrest Boulevard West Palm Beach, Florida 35407 5028 Linton Boulevard | 
Boynton Beach, Florida 33435 29 St. Andrews Estates Medical Center Delray Beach, Florida 33445 | 
11 Center at Palm Beach, King David 4152 North Verde Trail 81 Regents Park of Boca Raton 
1101 Fifty-fourth Street Boca Raton, Florida 33432 6363 Verde Trail 
West Palm Beach, Florida 33407 30. Waterford Nursing Home Boca Raton, Florida 33433 
12 Convalescent Center ot the Palm 601 South U.S. Hy. #1 82 Glades Health Care Center 
Beaches Juno Beach, Florida 33408 230 South Barfield Highway 
300 Fifteenth Street 31 Abbiejean Russell Care Center Pahokee, Florida 33476 
West Palm Beach, Florida 33401 700 South 29 Street 43 Sutton Place Convalescent Center 
13 Lakeside Health Center Fort Pierce, Florida 33450 4405 Lakewood Road 
2501 Australian Avenue 132 Easter Manor Nursing Home Lake Worth, Florida 33460 | 
West Palm Beach, Florida 33407 | 611 South TRELSENER Street 44 Edgewater Pointe Estates 
| Fort Pierce, Florida 33450 -- 23315 Blue Water Circle 
1^ Jupiter Convalescence Pavilion, Inc. 32. Fork Pierce Care Center Boca Raton, Florida 33433 
1230 South Old Dixie Highway | 703 South Twenty-Ninth Street 
Jupiter, Florida 33458 | fort Pierce, Florida 33450 45 Manor Care of Boynton Beach 
15 Crest Manor Nursing Home [34 Port St. Lucie Convalescent Center 3001 South Congress Avenue 
504 Third Avenue South | 7300 Oleander Avenue Boynton Beach, Florida 33435 
Lake Worth, Florida 33460 | Port St. Lucie. Florida 22452 
16 Darcy Hall Nursing Home 35 Vero Beach Care Center Ridge Terrace Health Care Center 
2170 Palm Beach Lakes Boulevard 3663 Fifteenth Avenue 2180 Hypoluxo Road 
West Palm Beach, Florida 53409 Vero Beach, Florida 32960 Boynton Beach, Florida 33435 
17 Eason Nursing Home 36 Joseph L. Morse Geriatric Center 
1711 Sixth Avenue South | 4847 Fred Gladstone Drive 47 Royal Manor 
Lake Worth, Florida 33460 ! West Раіт Beach, Florida 33407 100 Bob White Court 
18 The Fountains Nursing Homes 37 Okeechobee Health Care Facility Royal Palm Beach, Florida 33411 
3800 North Federal Highway 1646 Highway #441 North 
Boca Raton, Florida 33431 Okeechobee, Florida 33472 
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DISTRICT IX NURSING HOMES 
OPENED DURING 1984 


Name 

Indian River Village Care Center 
Okeechobee Health Care Facility 
Glades Health Care Center 
Hillhaven Convalescent Center 
Manor Care - Boca Raton 
Regents Park - Boca Raton 


Sutton Place 
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Number of Beds 
120 
90 
120 
120 
120 
120 


120 


Date Opened 
9/14/84 
12/1/84 
9/20/84 
8/8/84 
8/13/84 
10/1/84 


7/14/84 


Historical 


The District IX Health Council has continued the annual Nursing Home Utiliza- 
tion Survey that was established by the predecessor organization, the Health 


Planning Council, Inc. The results of the 1984 survey are tabulated and are 
included in the following section. 


By incorporating some of the nursing home utilization data from previous years, 
a trend line was developed that depicts the historical utilization rates by county 
and for the District as a whole. Martin County, traditionally, has experienced 
the highest occupancy rates in its nursing homes. However, St. Lucie County 
has experienced a tremendous jump in its occupancy rates since 1982 and surpas- 
sed Martin County іп 1984. Figure 1 illustrates the occupancy rates for the 
four counties and Figure 2 is an historical composite of the entire District. 


Figure 1: HISTORICAL NURSING HOME UTILIZATION: 1980-1984 
Martin, St. Lucie, Indian River, and Palm Beach Counties 
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igure 2: HISTORICAL NURSING HOME UTILIZATION: 1980-1984 
DISTRICT IX 
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District IX has been experiencing a steady increase in nursing home patient 
days since 1980. With the exception of Martin County, the past couple of years 
have pointed to a continuing growth in patient days within each county. Figures 
3 and 4 illustrate this increase. Please note that Easter Manor in St. Lucie County 


submitted data from June 1, 1984 to December 31, 1984. That data has been pro- 
portionately adjusted. 
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Figure 3: PATIENT DAYS: 1980-1984 
MARTIN, ST. LUCIE, AND INDIAN RIVER COUNTIES 
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Figure 4: PATIENT DAYS: 1980-1984 
PALM BEACH COUNTY AND DISTRICT IX 
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Since 1980, District IX has experienced a 28.5% increase in Medicaid patient 
days and a 26.9% increase in Medicare patient days. Since 1983, District ІХ 
has experienced a 1.7% increase in Medicaid patient days and a 9.6% decrease 
in Medicare patient days. 


Indian River County has experienced the largest percent growth in Medicaid 
patient days (+226.8%) since 1980, followed by St. Lucie County (+163.9%). 
However, comparing 1983 data with 1984 data points to an increase in Medicaid 
patient days in Palm Beach County, only. Martin County has experienced a 
decline in its Medicaid patient days since 1980 (-12.6%) and between 1983 and 
1984 (-8.5%). Table IX illustrates the Medicaid patient days for 1980 and 1984. 


Since 1980, St. Lucie County has experienced the greatest percentage increase 
in Medicare patient days (+236.2%) followed by Martin County (+180.0%). Palm 
Beach County had the largest growth in number of Medicare patient days (+7109) 
since 1980 followed by St. Lucie County (+5172). However, comparing 1983 
with 1984, only Indian River County experienced an increase in Medicare patient 
days while Martin, Palm Beach and St. Lucie Counties experienced declines 
in their respective numbers. Table X illustrates the Medicare patient days 
for 1980 and 1984. 


TABLE IX 
MEDICAID PATIENT DAYS 
Comparison: 1980 with 1984 


1980 1984 

# of % Tot. % Tot. # Change | % Change 
Pt. Days | Pt. Days | Pt. Days | Pt. Days | 1980--1984| 1980--1984 
-39 
St. Lucie Co. 64.296 
District IX* 449,238 | 47.6% 


*Includes Okeechobee County for 1984. 


Indian River Co. 
Martin Co. 
Palm Beach Co. 


TABLE X 
MEDICARE PATIENT DAYS 
Comparison: 1980 with 1984 


1984 


# of % Tot. | # Change | % Change 
Pt. Days | Pt. Days | 1980--1984| 1980--1984 


Indian River Co. 2,675 7.1% 4,490 + 1,815 + 67.9% 
1 


Martin Co. 1,398 .4% % 2,516 +180.0% 
Palm Beach Co. + 12.8% 
St. Lucie Co. 2,189 3.6% + 5,172 +236.2% 
District IX* 61,863 6.6% | 78,475 | 6.1% | +16,612 | + 26.9% — 


*Includes Okeechobee County 1984. 
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1984 Utilization 


In 1984, the 40 community nursing homes in District IX collectively reflected 
an annual licensed bed occupancy rate of 89.2%. Sheltered nursing home beds 
are not included in this section but it is interesting to note that one of the 
five life care/continuing care nursing homes is included in the following inven- 
tory due to the way in which the Department of Health and Rehabilitative 
Services reports the existing inventory. 


In 1984, the District IX community nursing homes served a total of 1,297,104 
patient days. The following figure indicates what percentage of the total 
patient days each county served in 1984. 


Figure 5: 1984 PATIENT DAYS 
DISTRICT Ix 
PROPORTIONAL AMOUNTS BY COUNTY 
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The following graph illustrates the 1984 licensed bed occupancy rates for the 
District and for the individual counties. 


Figure 6: 1984 LICENSED BED OCCUPANCY RATES 
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Table XI indicates the individual nursing homes by county with subtotals as 
well as a total for the District. The number of licensed beds, available beds 
(licensed beds which are staffed for patient use--excludes any beds which may 
be temporarily closed due to remodeling, staffing shortages, etc.), total patient 
days and licensed bed occupancy rates are included. Please note that all patient 
days are incorporated into these rates, including paid reservation days, since 
an unoccupied bed for which revenue is received renders that bed unavailable 


for someone else to use. 


ХІ-А INDIAN RIVER COUNTY 
Number of Beds Total Occupancy; Admissions 
Patient Rate (%) in 
Name of Nursing Home Licensed Available Davs (Lic. Beds) 1984 
Florida Baptist Retirement C. 24 24 7,832 89.2% 19 
Indian River Village Care Ctr} 120 | 120 | 2,889 | 221% | N/R 
Mecca Nursing Home 26 26 8,960 94.2% 39 
Коха! Palm Conval. Ctr. 7.2 72 21,317 80.996 64 
Vero Beach Care Center 110 110 39.716 98.696 181 
County Subtotal 352 352 80,714 82.496 303 
XI-B MARTIN COUNTY 
Number of Beds Total Occupancy | Admissions 
Patient Rate (96) in 
Name of Nursing Home Licensed A vailable Davs (Lic. Beds) 1984 
Hobe Sound Geriatric Village 120 120 43,088 98.1% 131 
Stuart Convalescent Ctr. 182 182 65.883 98.9% 257 
County Subtotal 302 302 108,971 98.6% 388 | 
XI-C ST. LUCIE COUNTY 
Number of Beds Total Occupancy | Admissions 
Patient Rate (96) in 
Name of Nursing Home | Licensed A vailable | (Lic. Beds)| 1984 
Abbie Jean Russell Care Ctr. 79 100.496 
Easter Manor** 171 171 37,024 101.296 211 
Ft. Pierce Care Center" 107 107 37,758 96.796 N/R 
Pt. St. Lucie Conval. Ctr. | 0__ 180 | 
[County Subtotal | 


TABLE XI 


NURSING HOME UTILIZATION 


*1984 data not reported. Therefore, 1983 data has been substituted. . 
**Purchased by Beverly Enterprises on June 1, 1984 and data reflects the period after the pur- 


XI-.D OKEECHOBEE COUNTY 
Number of Beds Total Occupancy | Admissions 
Patient Rate (96) in 
Name of Nursing Home Licensed Available | (Lic. Beds) | 
- Okeechobee Health Care Fac. 90 
| 
XI- E PALM BEACH COUNTY 
Total Occupancy| Admissions 
Patient Rate (%) in 
Days (Lic. Beds) 1984 
Atlantis Nursing Center 120 120 40,107 91.3% N/R 
Boca Raton Conval. Ctr. 120 120 38,044 86.6% 320 
Boulevard Manor 110 110 38,937 344 
Convalescent Center of the 
Palm Beaches 99 99 5 -29,604 81.7% 404 
Crest Manor 98.7% 80 
Darcy Hall 220 75,274 93.5% 211 
Eason 99 99 36,706 101.3% 173 
The Fountains 51 51 17,952 96.2% 51 
Glades Health Care Center 6.0% - 32 
Helen Wilkes 85 82 29,698 95.5% 48 
Hillhaven Conv. Center 120 120 4,395 25.1% 82 
Joseph L. Morse Geriatric Ctr. 120 120 43,492 99.0% 43 
Jupiter Conval. Pavillion 120 120 41,841 95.3% 244 
King David Center* 191 191 67,992 97.5% N/R 
Lake Worth Health Center 162 162 59,957 101.1% 69 
Lakeside Health Center 97 94.9% 332 
Lakeview Manor 102 98.6% 39 
Manor Care - Boca Raton 120 120 6,360 37.6% 148 
Mason's 14,748 91.6% 191 
Medicana Nursing Center 117 42,689 99.7% 185 
Noreen McKeen 120 120 42,644 97.1% 136 
P.B. County Home 181 181 97.7% 237 
Regency Health Care Center 168 168 61,319 99.7% 53 
Regents Park - Boca Raton 120 120 985 8.9% 34 
51. Andrews 120 120 38,931 88.6% 305 
Sutton Place 
Whitehall Boca 
County Subtotal 937,926 | 
*1984 data not submitted. Therefore, 1983 data has been substituted. | 
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ХІ-Е 


Number of Beds Total 
Patient 

County Subtotal _ _| Licensed | Available | Days - 
Indian River 352 352 80,714 
Martin 302 
Okeechobee 90 90 261 
Palm Beach 
St. Lucie 537 537 169,232 

Пізігісі ІХ 4,527 4,524 1,297,104 


Payment Source 


DISTRICT IX 


Occupancy 
Rate (%) 
(lic. Beds) 


Admissions 


In 1984, 44.5% of all patient days were Medicaid, 6.1% were Medicare and 49.5% 
were in the private pay and other category. | 
veterans administration days, paid reservation days, health maintenance organiza- 


tion days, Hill-Burton days and county indigent days. 


The other category consists of 


The following figures illustrate payment source by county and for the entire 


District. 


a summary for the counties and the District. 


Palm Beach County 


St. Lucte County 


Figure 7: 1984 UTILIZATION BY PAYER SOURCE 
KEY 
A = Medicaid 
B = Medicare 
С = Private Pay and Other 


District ІХ 


Table XII lists the individual nursing homes by payment source, with 
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Name of Nursing 
Hame 


Florida Baptist 


Reitrement Ctr. 0 0 0 0 7,832 100.0% 
Indian River Vil- ШТ 

lage Care Center 711 24.6% 310 10.7% 1,868 64.7% 
Mecca Nursing 

Home 6,516 72.7% 545 6.1% 1.899 21.295 
Royal Palm Conva 

lescent Center 0 0 462 2.2% 20,845 97.8% 
Vero Beach Care 

Center 20.128 50.7% 3.163 8.0% 16.125 41.3% 
County Subtotal 27,355 33.9% 4,490 5.696 48,869 60.596 

ХИ-В MARTIN COUNTY 


Home 
Abbiejean Russell 
Care Center 
Easter Manor 
Ft. Pierce Care 
Center* 
Pt. St. Lucte Con- 
valescent Center 
|_ County Subtotal 


Okeechobee Health 
Care Facility 


Name of Nursing 

Home 

American Finnish 

Atlantis Nursing 
Center 

Boca Raton Con- 
valescent Ctr. 

Boulevard Manor 

Convalescent Ctr. 
of the Раіт 
Beaches 

Crest Manor 

Пагсу Hail 

Fason 

The Fountains 

Glades Health 
Care Center 

Helen Wilkes 

Hillhaven Convales 
cent Center 

Joseph L. Morse 

Geriatric Ctr. 

Jupiter Convales- 

cent Pavillion 

King David Ctr.* 

Lake Worth Health 
Center 

Lakeside Health 


Center 
Lakeview Manor 
Manor Care - Boca 
Raton 
Mason's 


Medicana Nursing 
Center 
Noreen McKeen 
Р.В. County Home 
Regency Health 
Care Center 
Regents Рагк-- 
Boca Raton 
. Andrews 
Sutton Place 
Whitehall Boca 


*1984 data not sub. 
been substituted 


"1984 data not reported. There 


TABLE XII 


1984--NURSING HOMES BY PAYER SOURCE 


XII-A 

Medicaid 
# of % of Total 
Pt. Days Pt. Davs 


Medica 
# of 
Pt. Days 


INDIAN RIVER 


re 
% 


Pt. 


of Total 
Days 


Private Pav & Other 


% of Total 
Pt. Days 


Pt. Davs Pt. Davs 


7,361 
ore, 1983 data has been 


108,628 64.2% 


203 77.8% 


Medicaid 
% of Total 
Pt. Davs 


9,000 


14,334 


7,074 18.6% 5,677 
4,090 10.5% 6,236 
5,372 18.1% 8,481 
17,271 67.4% 964 
17,966 23.9% 0 
15,046 41.0% 2,756 

333 1.9% 929 

332 45.0% 0 
1,613 5.4% 0 


5,426 


substituted. 


% 


28,611 

28.7% | - 15,751 
7,403 
0 57,308 

7.5% | 18,904 


mitted. Therefore, 1983 data 


Pt. 


Pt. Days 


Medicaid Medicare Private Pay & Other 
Name of Nursing ғ of % of Total| # of ?6 of Total| # of % of Total 
Home Pt. Davs Pt. Davs Pt. Davs Pt. Davs Pt. Davs Pt. Davs 
Hobe Sound Geria- 
tric Village 19,513 45.396 1,106 2.6% 22,469 52.1% 
Stuart Convales- 
cent Center 33,568 51.0% 2,808 1.3% 29.507 41.8% 
County Subtotal 53,081 48.7% 3,914 3.6% 51,976 | 47.7% 
XII-C ST. LUCIE COUNTY 
Medicaid Medicare Private Рау & Other 
Name of Nursing # of % of Total % of Total| # of № of Total 


Davs Pt. Days 


6,418 


4.396 53,243 


XII-D OKEECHOBEE COUNTY 
Medicaid Medicare Private Pav & Other 
Name of Nursing # of 95 of Total| # of 96 of Total| # of % of Total 
Home Pt. Davs Pt. Davs Pt. Davs | Pt. Davs Pt. Davs | Pt.Davs 


0 0 
Е ee ИБИС REN 
County Subtotal | 203 77.8% 0 0 58 22.2% 
XII-E PALM BEACH COUNTY 


of Total 


"Includes 715 Hill-Burton Patient Days- 
***County Indigent Patient Days, only. 


****23,729 Patient Days are for Life Care Residents. 


Pt. Davs 


22.196 


42.495 
31.596 | 


22.2% 


% of Total 
Pt. Davs 
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ХП-Е DISTRICT ІХ 


Medicaid Medicare Private Pay & Other 
ғ of % of Total % of Total 

County Subtotal Pt. Days | Pt. Days  Davs | Pt. Days | Pt. _| Pt. Days 
Indian River 27,355 33.9% 4,490 „69% 48,869 | 60.5% 
Martin 
Okeechobee 
Palm Beach 
St. Lucie _ 
Total District ІХ 577,131 


Please Note: Numbers тау not total to 100% due to rounding error. 


Under the category of "Private Pay & Other", paid reservation days is an impor- 
tant issue. To the best of our knowledge, the existing nursing homes do not 
report these days to the State. If revenue is received for an unoccupied bed, 
thereby rendering the bed unavailable, then reality dictates that paid reservation 
days have some effect upon thé community nursing home bed supply. In 1984, 
two facilities reported health maintenance organization patient days (2,598), 


one facility reported Hill-Burton patient days (415) and a county-owned nursing 
home reported county indigent patient days (27,400) Table XIII points to the 


nursing homes affected by paid reservation days and veterans administration 
days in 1984. 


In essence, the analysis of paid reservation days shows that in 1984, forty-five 
beds in District IX меге unavailable. Therefore, paid reservation days do 
have an impact upon the nursing home bed supply and they should be monitored 
accordingly, both by this Council and by the State. 


Figure 8 illustrates the components of the "Private Pay & Other" category. 


- 


Figure 8: DISTRICT ІХ 1984 UTILIZATION BY PAYER SOURCE 
: "PRIVATE PAY & OTHER" CATEGORY 
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TABLE XIII 
PAYER SOURCE: PAID RESERVATION DAYS AND VETERANS ADMINISTRATION 


| ХІП-А — INDIAN RIVER | 
Paid Reservation Days Veterans Administration 


PALM BEACH 


| ХШ-Е 


% of Total % of Total Paid Reservation Days Veterans Administration 
Мигвіп, РІ. S . Days % of Total % of Total 
Florida Baptist Retire- Nursing Home # of Days Pt. Days # of Days Pt. Days 
-ment Center | American Finnish 1 244 1.1% 0 
Indian River Village Atlantis Nursing Ctr. 0 0 1.6% 
Care Center 0 Boca Raton Convales- 
Mecca Nursing Home 0 cent Center 0 0 3.5% 
Royal Palm Convales- Boulevard Manor 2,016 5.2% 0 
cent Center 0 Convalescent Center of 
Vero Beach Care Ctr. the Palm Beaches 44 0.1% 0 
| | Crest Manor 489 1.9% 0 
Darcy Hall 0 0 0 
| XII-B ^ MARTIN | Eason : 385 1.0% 0 
Paid Reservation Days The Fountains 3,883 21.696 0 
В % of Total % of Total Glades Health Care Ctr. 4 0.5% 0 
Nursing Home # of Days Pt. Days Pt. Days Helen Wilkes 238 0.8% 0 
obe Sound Geriatric Hillhaven Convalescent 
Village Center 51 1.2% 0 
Stuart Convalescent Joseph L. Morse Geri- 
Center atric Center 925 2.1% 0 
7 $09 | | Jupiter Convalescent 
Pavillion 334 0.8% 0 
| XIl-C ST. LUCIE | King David Center* 0 0 4. 
Paid Reservation Days > Lake Worth Health Ctr. 030 1.7% 0 
% of Total % of Total Lakeside Health Center 572 1.7% 0 
Nursin Pt. Days Pt. Lakeview Manor 556 1.5% 0 
T" Manor Care - Boca 
ing Russell Care 3 Raton 39 0.6% 0 
Easter Manor 7 Mason's 183 1.2% 0 
Ft. Pierce Care Center” Medicana Nursing Ctr. 1,355 3.2% 0.9% 
Pt. St. Lucie Convales- Noreen МсКееп 944 L3% a 
cent Center Р.В. County Home 0 0 0 
| | Regency llealth Care 
|. *1984 data not submitted. Therefore, 1983 data has been substituted. | RE Park - Boca 0 2 0 0 
TT Raton 0 0 0 0 
| SD ОКЕЕСНОВЕЕ St. Andrews 165 1.29; 0 0 
Paid Reservation. Days ДЕТІ) Sutton Place 87 13.695 Ü 0 
% of Total T Total Whitehall Boca 0 0 0 0 
| au Total [ i344 | 1.4% 2,319 0.2% 
| 


*1984 data not submitted. Therefore, 1983 data has been substituted. 


I. XIII-F 

Paid Reservation Days | 
96 of Total 

# of Days Pt. Days 


840 1.0% 
509 0. Ek 


DISTRICT IX : _ р | 
Veterans Administration 
% of Total 
Pt. Days 


_ Okeechobee 


Palm Beach 13 TEE „2% 
St. Lucie .2% 
0.3% 


Total District ІХ 


LIFE CARE/CONTINUING CARE 
NURSING HOMES 


The concept of a life care or continuing care community is based upon the estab- 
lishment of а residential environment for older persons that, on one campus, 
provides housing, comprehensive support services, and a full range of nursing 


care services. Chapter 651 of Florida Statutes, Section 2 defines the concept 
as follows: 


"Continuing care" or "care" means furnishing pursuant to an agreement 
sheiter, food, and either nursing care or personal services as defined in s.400. 
402(8), whether such nursing care or personal services are provided in the 
facility or in another setting designated by the agreement for continuing 
care, to an individual not related by consanguinity or affinity to the provider 
furnishing such care, upon payment of an entrance fee. Other personal 
services provided shall be designated in the continuing care agreement. 
Agreements to provide continuing care include agreements to provide care 
for any duration, including agreements that are terminable by either party. 


If the nursing home is open only to residents of the life care community, then 
the beds are considered sheltered nursing home beds. Otherwise, these beds 


are considered part of the District's community nursing home beds, and are avail- 
able to anyone needing placement. 


In District IX, all of the existing and approved continuing care nursing homes 
are located in Palm Beach County. The inventory is shown in Table XIV. 


TABLE XIV : | 
INVENTORY OF LIFE CARE/CONTINUING CARE 
NURSING -HOME BEDS (MARCH, 1985) 


Existing Beds Approved 
Facility Skilled | Intermediate| Subtotal Beds Total 


Abbey Delray South 

Health Center of Abbey 
Delra 

Waterford Health Care 
Center 

St. Andrews Medical 
Center* 

Harbour's Edge 


Edgewater Pointe Estates | 60 | —_ ___60 ae ___60 
TOTAL 340 60 30 430 


*The HRS inventory listing does not count this facility as a life care nursing 
home. 
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Since 1983, the District IX occupancy rate for these facilities went from 81.3% 
to 88.8% in 1984. The majority of the patients were either life care residents 
or private pay patients. Medicaid and Medicare patient days combined were 
15.8% of the total patient days in 1984. Paid reservation days were 1.5% of 
the total patient days. 


TABLE XV 
LIFE CARE/CONTINUING CARE NURSING HOME UTILIZATION 


Occupancy Medicaid Medicare Private Pay ission: 
Patient |Rate Patient | 96 of pow % of Patient | 96 of Patient | 96 of Patient in 
Facilitv (Lic. Beds)t Davs Total Davs | Total Davs Total Davs Total Davs 1984 
Abbey Delray South 60| 60 | 19,422] 88.4% 666 13.0% | 16,229 | 83.6% 239 1.2% | N/R 
Health Center at Abbey Pa | y 
Delray 100} 100 | 32,025 87.5% 2,071 6.5% 3,257 10.2% 11,943 37.3% 431 | 1.3% | 14,323 307 
8.5% | 10,659 | 27.4% 23.729 | 61.09 


"Сеше an | col go | sure] snow | 227o | row 2879) 128% | rece | 
Center 20,176| 91.996 2,270 11.396 2,579 12.896 7,868 39.096 556 2.8% 6,903 34.2% 
TOTALS 340| 340 |110,554| 88.8% 5,780 9.0% | 11,668 18.296 | 46,699 72.896 1,691 1.595 | 44,955 | 40.796 


"Paid Reservation Days include endowed bed days and private room conversions. 
*The HRS inventory listing does not count this facility as a life care nursing home. 
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Physical Status 


With the approval of a replacement facility for Lakeview Manor Nursing Home 
in West Palm Beach, this section does not need to be addressed this year. 


Service Areas 


Palm Beach County, Martin County, St. Lucie County, Indian River County, 
and Okeechobee County will each be considered a subdistrict in accordance 
with the Department of HRS subdistricting protocol. However, the western 
portion of Palm Beach County around Lake Okeechobee, should not be considered 
in competition with the coastal portion of the County. This very rural region 
has far different needs than the rest of Paim Beach County. This agricultural 
region has severe accessibility problems to the eastern portion of the County 
due to poor roadways, the lack of any east-west transportation systems, and 
a distance of over 40 miles (official road map mileage from West Palm Beach 
to Belle Glade is 43 miles). The subdistricting protocol does not allow the western 
area to become its own subdistrict and, therefore, has been included in the 
Palm Beach County subdistrict. 


System Characteristics 


Throughout this plan component, certain characteristics have been touched upon 
to describe the extent to which the long term care system meets the need of 
the community. These are: (1) Availability; (2) Accessibility; (3) Cost; (4) Contin- 
uity; (5) Quality; and (6) Acceptability. This section will be developed in the 
next revision of the District IX Health Plan. 


Discussion of Major Issues 


The onset of the Medicare prospective reimbursement rates for hospital inpa- 
tients, based upon Diagnostic Related Groups (DRGs), is expected to have an 
impact upon nursing homes and other long term care services. Under the DRG 
formula, a given diagnosis is allowed a specific length of stay (LOS) and any 
extension beyond the allotted time will not be reimbursed by Medicare. Several 
nursing home administrators have expressed concern over the effect that the 
DRG policy will have on homes relative to the ability of a nursing home to 
provide for increased numbers of heavy care patients within the constraints 
of limited resources. 


In District IX, the high occupancy rates and the small supply of nursing home 
beds will be problematic if many new, heavy care patients are released from 
area hospitals and cannot return home. This situation must be watched closely 
by both the State and this Council. 


Length of stay within the nursing homes could possibly become another major 
issue. As discussed in an earlier section, there appear to be two types of pa- 
tients--the short stay patient and the long term stay patient. Many of the homes 
in District IX do not have the intensive rehabilitation services that a short 
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stay patient would need. Апа if the Stuart Convalescent Center is typical of 
nursing homes in District IX, length of stay is a major issue. On March 21, 
1984, a tabulation was taken of all 181 patients residing іп the facility апа, 
on that data, the average length of stay for all patients was 2 years and 20 
days. Of those 181 patients, 35% had been in residence longer than the average, 
21% had been in the facility longer than 3 years, and 16% had been in residence 
longer than four years. If so many nursing home patients are long term, this 
definitely impacts upon the availability of existing nursing home beds for the 
growing elderly population in District ІХ. 


There are also those patients that are in need of care who are not able to find 
appropriate care. These patients include the mentally ill, those under 16 years 
of age with major trauma-type injuries and the Medicaid "gap" people. In 1974, 
the National Institute of Mental Health estimated that approximately 58% of 
nursing home residents suffer from chronic mental illness. A 1982 report by 
the General Accounting Office stated that, ".....although nursing homes have 
become frequent health care providers for the elderly with mental problems, 
the treatment provided remains almost exclusively focused on physical illness." 
Many mentally ill patients are housed in Adult Congregate Living Facilities 
in District IX and this presents problems for the frail elderly who live in these 
facilities. 


Patients under 16 years of age with major trauma injuries; i.e., spinal and head 
trauma, cannot be cared for in area nursing homes and are forced to reside 
in Adult Congregate Living Facilities even though they may not be appropriately 
placed. There are no long term rehabilitation facilities in District IX to care 
for these individuals. And those patients who do not qualify for Medicaid, do 
not have private insurance, and are impoverished, find that placement in a nursing 
home is nearly impossible. These issues also require greater investigation. 


A step in the right direction would entail setting up "campuses" of long term 
care services whereby all long term care services are available in one place. 
Group homes similar to the Intermediate Care Facilities for the Mentally Retard- 
ed could be one approach, along with more care intensive and less care intensive 
services. The continuum of care concept will work only if access to all long 
term care services is a reality. 
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PROGRAM POLICIES AND PRIORITIES 


In addition to the Nursing Home Bed Allocation Methodology (Florida Administra- 
tive Code, Chapter 10-5-11(21)(22), District IX Health Council, Inc. has establish- 
ed the following policies and priorities which should be used concurrently in 
planning nursing home bed need and allocation. 


PROGRAM POLICIES 
(As Defined by the Following Goals and Objectives) 


Goals 


A quality long term care system should exist in District IX to include nursing 
home care, adult congregate living facilities, adult day care, respite care, adult 
foster homes and home care in sufficient quantity and mix to meet the need 
of the elderly population in an effective and efficient manner. 


The number of nursing home beds in District IX should be no greater than 27 
beds per 1000 individuals age 65 and over as modified by the State of Florida 
Department of Health and Rehabilitative Services bed need methodology and 
demonstrated local need. Local need within established subdistricts should be 
based upon the growth of the 75 and over population and accessibility problems 
due to population growth patterns. 


Objectives 


The average annual occupancy rate for all nursing homes in District IX should 
be equal to or greater than 90% within two (2) years of opening. 


All nursing homes in District IX should participate on an equitable basis in the 
Florida Medicaid program. | 


The long term care system should recognize the need for facilities that provide 
ethnic type services including special dietary requirements and bilingual personnel. 


Long term care services should include provisions for mental health patients 
so that they are appropriately placed in the proper settings. 


Nursing homes should be encouraged to provide a continuum of long term care 
services so that coordination between differing levels of services can be achieved 
to the patient's benefit. 


Long term care services should include more short term type rehabilitation 
services for those patients who require intensive rehabilitation below the level 
of an acute care hospital. These patients generally stay in a nursing home less 
than three months. 
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PROGRAM PRIORITIES 
(As Defined by the Following Recommendations by Priority Ranking) 


Priority I 


A. The following subdistricts are identified for the purpose of allocating 
nursing home beds: 
a. Indian River County 
b. Martin County 
c. Okeechobee County 
d. Palm Beach County 
e. St. Lucie County 


B. New applications in the Glades Area should not be considered as compet- 
ing applications with the subdistrict of Palm Beach County.  Considera- 
tion should be given to patient flow patterns from neighboring Hendry 
County into the Glades Area. 


Rationale 


The Glades Area is defined as that portion of western Palm Beach County compri- 
sing population zone 099001. Currently, this area is included with the subdistrict 
of Palm Beach County because it does not qualify as a subdistrict of its own. 
However, it would not be practical or fair to compare the very rural Glades 
region with the highly developed urban coastal regions. Тһе poor east-west 
highways and basic lack of transportation prohibits residents of the Glades Area 
from utilizing services on the coast. Hence, their special needs should be addres- 
sed separaately and distinctly from Palm Beach County. Furthermore, because 
Hendry County and western Palm Beach County are adjacent and are both very 
rural and somewhat isolated from the coastal areas, their needs should be consid- 
ered concurrently. Many residents in both Hendry and the Glades visit the other 
for a variety of services including health care. 


Priority II 


A. Free standing nursing homes should have a minimum of 60 beds in rural 
subdistricts and 120 beds in urban subdistricts. 


Rationale 


Nursing homes must be of significant size in order to offer a complete range 
of quality services given the lower reimbursement received from the Medicaid/- 
Welfare patients residing in the home. Though 120 beds is considered an appropri- 
ate size due to economies of scale, rural subdistricts should not be penalized 
if the population base does not warrant a 120 bed home. 
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В. Priority shall be given to those existing homes with less than 120 beds 
to add on beds so that the total capacity will be no greater than 120 
beds. The applicant should be able to demonstrate a licensed bed occu- 
pancy rate within the existing home greater than 90% for the prior 
calendar year. 


Rationale: 


In determining the need for additional nursing home beds, consideration should 
be given to economies of scale and expansion of existing facilities prior to con- 
struction of new homes. An existing home should reach an appropriate utilization 
threshold before new beds are added. Sufficient home size is paramount in 
providing a full range of quality patient services. 


Priority LI 


A. All new nursing homes and expansions to existing facilities must agree 
that a minimum of 30% of its patient days will be Medicaid if such 
patients are available within the subdistrict. 


Rationale: 


Nursing homes are community resources and should be available to everyone. 
There must be an equitable participation in the Medicaid program. 


B. The State, as well as the local health councils, should monitor the 
Medicaid reimbursement structure for nursing homes to assure that 
the nursing homes are sufficiently compensated for their costs. 


Rationale: 


Historically, nursing homes in District IX have had severe problems with receiving 
adequate compensation for the Medicaid patients they serve. A 1979 study 
by the Health Planning Council, Inc. indicated that there was a $3 Million dif- 
ferential between the actual cost and the amount of Medicaid reimbursement 
for nursing homes in District IX. -If CON policies exist that require a facility 
to accept a minimum number of Medicaid patients, it is essential that there 
is sufficient reimbursement. 


Priority IV 
Priority shall be given to applicants who demonstrate that they will provide 
a range of long term care services such as adult day care and respite care 
programs for the surrounding community. 

Ratonale: 

Nursing homes should be encouraged to provide a continuum of long term care 


services so that coordination between differing levels of services can be achieved 
to the patient/client's benefit. 
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Priority V 
Priority shall be given to applicants who demonstrate the following: 
1. documented history of providing good resident care 


2. staffing ratios, particularly for registered nurses and aides, that exceed 
minimum requirements 


3. provisions for the treatment of residents with mental health problems 


4. the inclusion of intensive rehabilitation services for those short stay 
patients requiring rehabilitation below the level of an acute care hos- 
pital. 


Rationale: 


Quality nursing home care is essential for the well being of residents. A home 
that will provide higher staffing ratios than is required by licensure criteria, 
should add to the quality of care that a patient will receive in the home. Pa- 
tients with mental health problems and "short stay" patients need to have specia- 
lized services available to them in the home. 


Priority VI 


Priority shall be given to those applicants who can demonstrate a distinct 
patient population that is currently not being served within the subdistrict. 
Ethnic-type services including special dietary requirements апа bilingual 
personnel shall be considered in review of an application. 


Rationale: 


Some residents require special services (a kosher kitchen, for example) that 
are not available in most nursing homes. These special needs should be recog- 
nized in the Certificate of Need process. 


Priority VII 


Paid reservation days must be considered when bed need calculations are 
made. 


Rationale 


Many nursing homes that have paid reservation days reflect occupancy rates 
which are lower than they should be. Because these prepaid days are not always 
counted in the total number of patient days, the utilization rates must be scruti- 
nized carefully to determine if this has, indeed, occurred. If the paid reservation 
days are not used in occupancy rate calculations, a lower occupancy rate would 
result in a lower projected bed need. 
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APPENDIX А 


DISTRICT IX HEALTH COUNCIL 


RULES OF 


DEC 10 1984 : 
N ЕСЕТУЕ 0 
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STATE ОҒ FLORIDA 


_ 


DEPARTMENT OF HEALTH AND REZABILITATIVE SERVICES 


CHAPTER 10-5, FLORIDA ADMINISTRATIVE CODE 


PROCEDURES FOR TEE ADMINISTRATION OF SECTIONS 


381.493-281.499, FLORIDA STATUT 


IU! 
іл 

"n 
[U] 
» 
Ue 
Hd 
ui 


FACILITIES AND HEALTH SERVICES PLANNING ACT 


CRITERIA AGAINST WHICE APPLICATIONS 


10-5.11 Criteria Against Which Applications Are Evaluated. 
(21)(b) Need Methodolosy. In addition to other 
revavants staturory агі rule criteria to De used in 
considering the allocation of new ос additional community 
nursing home beds, the Department will determine if there is 
a.projected need for new or а34ішісла) beds three years into 
the future according to the methodolosy specified under 
subparagraphs 1 through 10. This nethodolosy provides fer 
adjustments to current community nursing hone ded rates 


based upon expected changes in the prepvortion of district 


residents dae 75+ and the current utilizatica of — еа 
nursing home beds in the subdistricts desicnated by local 
health councils. In dterriess With а hish >roportion of 
elderly residents living in poverty, the methodolocy 


specifies a minimum bed rate. 


1. A = (POPA x BA) + (РОРВ x 33) = 


А is the district's sge-a2justed number of = 

community nursing home beds for the reviewlevcle - 
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for. which a projection is being made. 


РОРА is the population age 63-74 years in the 


РОРВ is the population age 75 years and over in the 


relevant departmental district projected three 
years into the future. 

BA is the estimated current bed rate for tne 
population age 65-74 years in the relevant 


district. 


BB is the estimated current bed rate for the 


population age 75 vears and over in the relevant 


district, 


2 ВА = L3 / (POPC + (6 x POPD)) 

Where: 
L3 is the number of Licensed community nursing home 
beds in the relevant district. 
POPC is the current population age 62-74 years. 
POPD is the current population age 75 years and 
over. 

3. 3B = 6 x BA ` us 

4. SA = А х (LSD/LS) x (OR/.90) 

Where: 


community nursing home beds. 
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OR is the averace oecupancy 
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Submitted for the Guiy batching cycle shall be 
based upon occupancy sate data for the months of 
October throuch March preceding that cycle; 


applications submitted Есі the Janua 
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cycle shall be Базе2 spon occupancy rate data for 


the months of April through September preceding 
that cycle. For the purposes cf this rule, the 
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collected by the Department's Office of Health 


Planning and Development or a contractor assigned 


to collect the data. 


54 In departmental districts where the percentage of 


persons age 65 and older living іл poverty, 


according to the latest available U.S. census, 


exceeds the statewide average poverty rate for the 


65 and older po>ulation and the sum of the 


currently licensed and certificate of need approved 


beds for community nursing homes within a district 
is less than 27 beds per thousand persons age 65 

and older, the district shall 5e allocated а total 
of 27 community nursing home beds 
residerts age 65 and older ir the 


This allocation is expressed as 
If (LB + AB)/POPE is less than 27/1000 
greater than '?3S, then: : 
РА = (27 x POPE) /1000 
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POPE is the sum of POPC апі POFD. 
6. SPA = (L3D/L3) x PA 
where: 


SPA is the final subäissrict community nursing home 


bed allocation if 2 poverty adjustment has deen 
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final subdistrict allocation is equal to SA. 


Review of applications submitted for the July 
batching cycle shall be based upon the number of 
licensed beds (LB and L3D) as of June 1 preceding 
that cycle; applications for the January batching 
cycle shall be based upon the number of licensed 
beds (L8 and 130) as of December 1 preceding that 
cycle. 

For the purposes of this rule, the eh 
projections of population shall be based u 
official estimates and projections adcoted by the 
Office of the Governor. 
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(c) 
shall use 
for Distr 
10-17.17 


through 1 


1 respectively in makinc с 


home services have been denied access to currently. 
licensed but unoccupied beds or that the number of 
persons with a documented need exceeds the number 


of licensed unoccupied and currently approved 


nursing home beds. Existing and like services 


shall include the following as defined in statute 


or rule, adult congregate living facilities, adult 


foster homes, homes for special services, home. 


health services, adult day health care, adult дау 


care, community care for the elderly, and hone care 


for the elderly. Patients' need for nursing home 


care must be documented by the attending 


physicians' plans of care or orders, assessments 
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Subdistrict Need Determination. The Department 
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Specific Authority: 381.945): (7), (8), 381.031 tal 
| ii. $45. 

Law Implemented: 381.494(7), Ғ 5. 

Біѕёогу: New: 1-1-77, Amended 11-1-77, 6 5-79, 


4-7-83, 6-9-83, 6-10-62, 


12-12-83, 3-5-84, 5-14-84, 8-14-84. 


, 
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The following two data forms were sub- 
mitted to this Council after the dead- 
line and are included here as Appendix 
B so that the reader can utilize them. 
With the submittal of these data forms, 
100% participation in the annual survey 
has been achieved. 
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APPENDIX B 


Please Note: The licensed bed occupancy rate for this nursing home rose from 
97.5% in 1983 to 97.7% in 1984 and the impact on the entire 
District is minimal. 


DISTRICT IX HEALTH COUNCIL, INC. 


ANNUAL REPORT - 1984 
NURSING HOME UTILIZATION 


Nursing Date 

Home: King David Center Obenad: 

Person | 

Completing Form: Helene Plotkin 

Telephone Date Form 

Number: (305) 844-4343 Completed: Мау 1, 1985 


1 E of Licensed Beds During 1984 (Total ваё 
Licensed | Licensed Skilled Beds (| Beds 
В: 
Es Other: Please Specify 


II 


umber of Available Beds During 1984 (Total Beds) 


Available Skilled Beds 191 
Available Intermediate Care Beds 


Other: Please Specify 
асе 


1984 68,291 
52,828 
2,577 
12,886 
0 
Other Patient Days: SPECIFY OTHER INTO SUBCATEGORIES: 


Ш 


IV Total Number of Admissions During 1984 156 
COMMENTS: 


Definitions: 
Number of Licensed Beds - The number of beds by bed type which your nursing home is 
licensed to operate. 


Number of available beds - The number of beds by bed type which are set up to accomo- 
date patients. 


Paid Reservation Days - The number of days an unoccupied bed remains empty for 


which revenue is received, thereby rendering that bed unavail- 
able. 
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Please Note: The licensed bed occupancy rate for this nursing home rose from 
96.7% in 1983 to 98.1% in 1984 and the impact on the entire 


District is mintmal. 
DISTRICT ІХ HEALTH COUNCIL, INC. 


ANNUAL REPORT - 1984 
NURSING HOME UTILIZATION 


Nursing |... шананы I Рае 
кы Ft. Pierce Care Center Opened: 12-26-80 
Person 
Completing Form: Jean R. Kaufman, N. HA. 

Telephone Date Form 
Number: (305) 466-3322 Completed: 3-15-85 


I Number of Licensed Beds During 1984 (Total Beds) 107 


А. Licensed Skilled Beds 
В. .Licensed Intermediate Care Beds 
C. Other: Please Specify 


II Number of Available Beds During 1984 (Total Beds) 107 
Available Skilled Beds 
Available Intermediate Care Beds 
Other: Please Specify 
Medicaid Patient Days 25,502 


Medicare Patient Days 1,830 
Private Pay Patient Days 10,186 
Paid Reservation Days 499 


Other Patient Days: SPECIFY OTHER INTO SUBCATEGORIES: 
eteran's Administration 389 


melo 


IV Total Number of Admissions During 1984 110 


ІШ Total PatientDays During 1984 38,406 
COMMENTS: 

| 

| 


Definitions: 

Number of Licensed Beds - The number of beds by bed type which your nursing home is 
licensed to operate. 

Number of available beds - The number of beds by bed type which are set up to accomo- 
date patients. 

Paid Reservation Days - The number of days an unoccupied bed remains empty for 
which revenue is received, thereby rendering that bed unavail- 
able. 
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HOSPICE 


INTRODUCTION 


Hospice programs have developed as alternatives to traditional hospital and nursing 
home care for terminal illness. The term "hospice" originally referred to resting 
places along the road where Medeival pilgrims could obtain food and shelter. 
The first modern hospice programs were established in England in the mid-1960s. 
The first United States hospice program was established in 1974 in New Haven, 
Connecticut. Initially, the growth of hospice programs was slow; by 1978, there 
were 75 programs in the United States. However, by 1982, this number had 
grown tremendously to 1000. As of mid-1983, it was estimated that approximately 
1200 programs were in operation. 


Hospice programs focus on palliative care; with the goal of sustaining the highest 
possible quality of life, hospice services try to keep the terminally ill patient 
as comfortable and as free.of pain as possible. As defined in Chapter 381.493 
(3)(k), Florida Statutes: 


"Hospice" or "hospice program" means an autonomous, centrally administer- 
ed, non-profit (as defined in Chapter 617) medically directed, nurse-coordinated 
program providing a continuum of home, outpatient, and inpatient care 
for the terminally ill patient and his family. It employs an interdisciplinary 
team to assist in providing palliative and supportive care to meet the special 
needs arising out of the physical, emotional, spiritual, social, and economic 
stresses which are experienced during the final stages of illness and during 
dying and bereavement. This care is available 24 hours a day, 7 days а 
week, and is provided on the basis of need regardless of inability to pay. 


As. hospice programs have evolved, they have shown some diversity with regard 
to the people and intensity of services they provide. Furthermore, hospice pro- 
.grams also differ in terms of their organizational mode. Five types or models 
predominate in the United States: freestanding autonomous hospices; freestanding 
hospices with a hospital affiliation; hospital-based hospice programs with other 
designated hospice units or with teams that provide care to patients dispersed 
throughout the hospital; and nursing-home-based hospice programs. In Florida, 
there are no nursing home based hospice programs, and Florida law requires 
hospices to provide home care and inpatient care in an 80/20% ratio. There are 
only three hospice models in Florida today: free-standing community based auton- 
omous hospices, hospital-based or hospital-sponsored hospices, and home health 
agency based hospices. 


Hospice care focuses on the patient, the attending physician, the patient's family 
and significant others as the primary unit of care. Care is provided in the home 
or in a home-like environment through an interdisciplinary team approach that 
attempts to integrate the medical and psychological aspects of care. Counseling 
and support services are provided to the family prior to and after the patient's 
death. Services provided by trained volunteers are integral to the hospice concept. 
The primary use of qualified volunteers in hospice programs is in the provision 


of direct services to patients and families. Other services provided by volunteers 
include transportation, companionship, and recreational activities. 


Hospice admission criteria usually includes a limited life expectancy, service 
area restrictions, involvement of a personal physician, and involvement of a respon- 
sible relative or friend. Hospice utjlization data indicate that 90% of hospice 
patients are terminal cancer patients. 


In September, 1982, the Tax Equity and Fiscal Responsibility Act extended Medi- 
care coverage to hospice benefits effective November 1, 1983, with a sunset 
clause withdrawing the benefit in October, 1986. The services covered under 
the Medicare hospice benefit include nursing and physician services; counseling 
and medical social services; physical, occupational, and speech therapy; home 
health aide and homemaker services; medical supplies and appliances, including 
drugs; and short-term inpatient acute, general and respite care. Hospice services 
are reimbursed through a prospective payment system. All-inclusive per diem 
rates are prospectively determined for the separate categories of routine home 
care, continuous home care, inpatient respite care and general inpatient care. 
The Medicare regulations also require hospices to provide bereavement services 
to survivors, but does not reimburse for such services. 


As the concept of hospice becomes more accepted as an integral component 
of the health care system, more private insurers have begun to offer hospice 
coverage as part of group health insurance benefit packages. However, at this 
time, insurance coverage for hospice is still minimal and much more needs to 
be done. One District IX hospice estimates that, out of forty patients, only 
two will have private insurance. For the indigent patient, Medicaid is not an 
option open to him and this places a further burden on the hospice. 


Standards of care have been developed by the Joint Commission on Accreditation 
of Hospitals and the National Hospice Organization in order to attain a mechan- 
ism of voluntary accreditation for hospice programs. As the evolution of hospice 
programs continues, evaluation mechanisms must be built in so that we may 
care for the terminally ill patient in the most appropriate and cost-effective 
manner. 


HEALTH STATUS FACTORS 


It has been estimated that 90% of hospice patients are terminal cancer patients. 
In Chapter 10-5.11(20), Florida Administrative Code, one component of this 
methodology that determines need for new hospice programs is based upon 
the preceding three year average cancer mortality rates as published in Florida 
Vital Statistics. The following table illustrates, by county, the respective mortal- 
. ity rates with an approximate average for the most recent years available 
at the time of publication. 


Table 1: Resident Deaths Per 100,000 By County 
Malignant Neoplasm (Cancer) (ICD-9: 140-208) 
_ 1980-1982 | 


| County ЕЕЕ | 1980 | 1981 | 


Indian River 299.8 - 
Martin 260.1 | 291.1 
Okeechobee 223.8 
Paim Beach 292.1 | 293.0 
St. Lucie | 238.0 

| District IX* | 257.9 | 288.3 261.2 | 269.1 | 


|*(Unweighted average per 100,000) 


HEALTH SYSTEM FACTORS 


Services/Settings 

Hospice care represents a continuum of care with services offered on a home 
care, outpatient or inpatient basis. In Florida, the regulations require that 
inpatient care be provided in a percentage of no more than 2096 of all care. 
The reasons for inpatient admissions include occassions when pain control or 


symptom management cannot be provided adequately at home, or for respite 
purposes or for the onset of a crisis which cannot be managed at home. 


The hospice program provides interdisciplinary services to patients/families. 
The core services provided include: 


Physician services, supervised by a Medical Director and coordinated with 
primary physicians, to respond to the overall medical management of the 
patient and to provide appropriate palliation. 


Nursing services, including 24 hours a day, 7 days a week coverage of pa- 
tients. 


Medical Social Services 

Counseling services, including bereavement and spiritual counseling. 
Volunteer Services. 

Inpatient Facility Services. 


Respite Services 


Моп-соге services to be provided, as needed, include homemaker and/or home 
health aide services, dietary counseling, physical therapy, occupational therapy, 
and speech/language therapy. 


As stated previously, most American hospice programs can be categorized into 
five types or models (See Appendix C): 


Figure la: U.S. HOSPICE OWNERSHIP, Figure Ib: U.S. TYPES OF HOSPICE 
1984 ORCANIZATION, 1984 


A - Voluntary Non-Profit (44%) A - Ноте llealth Agenc 

В - For Profit (3%) : B - Coalition (1298) zen 
| C- Government (6%) C - Nursing Home (1%) 

D - Religious Non-Profit (7%) D - Independent (41%) 

E - Private Non-Profit (39%) E - Hospital (27%) 


Source: National Hospice Census 


In Florida, the regulations stipulate that, in order to be a licensed hospice agency, 
the agency must provide both home care and inpatient services. А program 
may not operate in Florida as an inpatient, only, program or as a home care, 
only, program. In Florida, there are presently free-standing autonomous pro- 
grams, home health agency sponsored programs and hospital-based programs. 


In District IX, hospice services first became available in 1979. Palm Beach 
County has two agencies located in the County and a third agency serves some 
residents from an office in Broward County. Indian River, St. Lucie, and Okee- 
chobee Counties are served by one agency while Martin County is served by 


another agency. 


Facilities--Current Capacity/Utilization 


Presently in District IX, hospice utilization data is not collected in this office. 
(See Appendix B) 


The locations of hospices are as follows: 


Hospice of Palm Beach County, Inc. 
444 Bunker Road 
West Palm Beach, Florida 33405 


Hospice by the Sea, Inc. 
1580 N.W. Second Avenue 
Boca Raton, Florida 33432 


Hospice of Martin, Inc. 
925 Lincoln Avenue 
Stuart, Florida 33497 


Hospice of the Treasure Coast, Inc. 
131 North Third Street 
Fort Pierce, Florida 33450 


Hospice of the Treasure Coast, Inc. (Sub Office) 
2245 Nineteenth Avenue 
Vero Beach, Florida 32960 


Hospice of the Gold Coast 
4699 North Federal Highway 
Pompano Beach, Florida 33064 


Physical Status 
Not Applicable 


Service Areas 


Though no standards for travel time have been established by the State of Florida 
for hospice services, travel time standards are necessary for the development 
of local planning subdistricts. The Institute for Health Planning suggests that 
hospice services should be available within 30 minutes travel time by automobile 
under average traffic conditions for 90% of the population of the region. The 
30 minute travel time standard was recommended because the home care focus 
-of hospice services necessitates extensive hospice staff travel. An on call nurse 
must be available within a reasonable travel time so that, in the case of a perceiv- 
ed emergency, the 7 days a week, 24 hours a day standard of available care will 
be met. In addition, should the patient require inpatient hospice care, inpatient 
services should be available within a reasonable travel distance to encourage contin- 
ued family involvement. 


Therefore, the same District IX subdistricts that are utilized in acute care plan- 


ning will be utilized in planning for hospice services. The planning subdistricts 
are: 


Indian River County 

Martin/St. Lucie County 

Okeechobee County 

Palm Beach County 

a. Northern Palm Beach County (Includes 
Glades area) 

b. Southern Palm Beach County 


A oN 
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The boundary between the Northern Palm Beach County Subdistrict and the 
Southern Palm Beach County Subdistrict is State Road 80 (Southern Boulevard) 
west to the Glades area. The Northern Palm Beach County Subdistrict includes 
the Glades area as stated above. 


System Characteristics 


Cost 


Hospice programs not only have been considered a more appropriate and 
humanitarian approach to caring for terminal illness, but they have also 
been promoted as less costly alternatives. Іп order to determine the cost 
effectiveness of hospice care, two types of studies are needed: cost compar- 
isons between hospice and traditional acute care and cost comparisons 
among the various hospice models. 


In an article titled "What Does Hospice Cost" in the July, 1984 American 
Journal of Public Health, the authors present the preliminary results of 
the economic analyses of the National Hospice Study. This study was 
mandated by the United States Congress to investigate the implications 
of including hospice services in Medicare. According to the preliminary 
data, hospital based (HB) hospice costs per day are 4496 higher than home 
care (HC) hospice care per day ($95 versus $66, respectively) In addition, 
per patient hospice costs are 2496 more for patients enrolled in HB than 
іп HC hospices ($5,890 versus $4,758, respectively) Тһе proportional differ- 
ence is smaller than the cost per day difference due to the shorter average 
HB length of stay, 62.3 days compared to 72.5 days for HC. 


Regarding the cost savings of hospice compared to conventional care, 
the authors conclude that HC hospice costs are lower than conventional 
care costs regardless of length of stay. However, HB costs seem lower 
than conventional care costs only for patients with lengths of stay less 
than two months. The authors suggest that more analysis is needed to 
determine the true cost differential between hospice and conventional 
care. 


The range of services provided by a hospice would certainly affect program 
costs. Two studies have suggested that exclusively-home-care hospice 
programs provided more emotional, spiritual, and family support services 
using a greater variety of professional, non-professional, and volunteer 
providers than did hospital-based hospices.  Hospital-based hospices more 
frequently included medical support services such as nutrition and pharmaco- 
logy services. Therefore, the range of services and differential staffing 
levels would result in dissimilar hospice program costs." But again, in Flo- 
rida, a hospice cannot exist unless there are both inpatient and outpatient 
services provided in the established ratio of 80% home care and 20% inpa- 
tient care. 


Another study conducted by the Case Western Reserve University School 
of Medicine utilized data from the Hospice Council of Northern Ohio. 


This study, as reported to the District ІХ Health Council from the Hospice 
of Palm Beach County, Inc. showed the following results: 


A. Cost of Care Per Patient for the last: 


12 Weeks 8 Weeks 4 Weeks 2 Weeks 


Non-Hospice Expenses $8,985 $7,007 $4,411 $2,692 
Hospice Expenses $4,769 $3,929 $2,173 $1,230 


B. Usage of Conventional Inpatient Care for the last: 
12 Weeks 8 Weeks 4 Weeks 2 Weeks 


Non-Hospice Usage 26.3 days 20.6 days 13.0 days 7.9 days 
Hospice Usage 9.6 days 8.4 days 4.9 days 3.0 days 


Availability 


Chapter 10-5.11(20)(a), Florida Administrative Code, specifies the total 


number of projected hospice patients and the hospice inpatient bed need 
as follows: 


Total Number of Projected Hospice Patients (P) = Cancer Mortality Rate X Projected Population X .40 
-90 (other diagnoses) 


Hospice Inpatient Bed Need (IB) - (P X .60 X 5 days ALOS/365) * (P X .40 X 17.5 days ALOS/365) 
$ | 85% Оссирапсу 


Average Number of Hospice Program Patient Days (Home C 


are, Inpatient, Outpatient) (PD) = P X 90 days 


The basis for determination of the cancer mortality rate shall be the preced- 
ing three year average cancer mortality rates as published in Florida Vital 
Statistics. Projected population estimates shall be those estimates published 
by the Bureau of Business and Economic Research, University of Florida. 


The rule does not specify the projected population year to be used in con- 
junction with this formula. For this formula, we will utilize the 1985 
July 1 quarter population estimates, by County, as released by the Office 
of the Governor on November 1, 1984. Тһе 1983 cancer mortality rates 
by County are not available at the time of publication so the 1980, 1981 
and 1982 mortality rates have been utilized. 


Table 2: Chapter 10-5.11(20)(a) FAC Projected for 1985 
Utilizing 1980-1982 Average Mortality Rates 
By County 


(P) = Total number of projected hospice patients 
(IB) = Hospice inpatient bed need 


(PD) = Average number of hospice program patient days 


Without utilization data from the existing hospices, we are unable to esti- 
mate the unmet need for hospice services in District IX. 


Accessibility 


Chapter 381.493(3)(k), Florida Statutes, includes in its definition of hospice 
care the condition that the care is available 24 hours a day, 7 days a week 
and is provided on the basis of need regardless of inability to pay. Also, 
in Chapter 10-5.11(20)(c), the need methodology is tempered by the following: 


"(c) Mitigating and extenuating circumstances which must be met 
for the department to issue a Certificate of Need for a proposed new 
hospice even though the previously described need determination metho- 
dology does not clearly indicate need are: 


"1. Documentation that the population of the proposed service area 
is being denied access to hospice services in that existing hospices 
within the proposed service area are unable to provide service to all 
persons in need of hospice care and services. 


"2. Documentation that approval of such proposed hospice would foster 
cost containment, discourage regional monopolies and promote competi- 
tion for all providers in the health service area." 


Acceptability 


The concept of hospice programs is basically new to the United States 
and to District IX. Traditional providers of care, such as physicians, are 
beginning to accept the concept of hospice care. The public needs to 
be educated about the purpose of hospice before it is fully accepted by 
society. 


Quality 


The Joint Commission on Accreditation of Hospitals (JCAH) has developed 
standards for the JCAH voluntary hospice accreditation program which 
went into effect in January, 1984. Тһе JCAH standards are comprehensive 
and applicable to the various hospice models; each standard includes specific 
characteristics against which program compliance can be assessed. Included 
“аге standards pertaining to the nature of hospice care such as the provision 
of interdisciplinary team services and the focus on both patient and family. 
A large proportion of the standards specifically address the delivery of 
hospice inpatient and home care services. Standards pertaining to hospice 
governance, management, administration, utilization review, and quality 
assurance are also outlined. 


The National Hospice Organization also has hospice standards but they 
are extremely broad and lack specific characteristics and quantitative 
measures against which a program can be evaluated. 


DISCUSSION ОЕ MAJOR ISSUES 


There are many issues that need to be addressed with regard to hospice programs. 
Several issues are extremely critical to the survival of these programs. 


There is much difficulty in providing Medicare reimbursable hospice care due to 
the stringent regulations and the lack of adequate reimbursement. A patient must 
waive Part A of Medicare to be under Hospice Medicare. Under Florida law, the 
patient must have been certified to have one year or less to live and, under Medicare, 
the patient must have six months or less to live. This forces the patient to acknow- 
ledge comprehensively that he is terminally ill. 


The whole issue of reimbursement needs to be addressed. In Florida, licensure as 
a hospice is the only health system licensure that does not include the provision 
of a reimbursement mechanism. In addition, Florida law requires that licensed hospice 
programs provide services regardless of ability to pay but provides no funding to 
support the care of the medically needy. The present sources of hospice funds include 
Medicare, donations and a very small amount of private insurance. There is no Medi- 
caid coverage. One state, Michigan, has recognized the lack of reimbursement and 
has mandated that private insurers cover hospice services. The patient in the mid- 
thirties or forties who has spent all of his assets on curative treatment and is then 
determined to be terminal, is a tremendous drain on the hospice. Hospice must 
provide the care, regardless of ability to pay and indigent care becomes a real prob- 
lem. The need methodology for Florida as discussed in the Availability Section, 
needs to be re-written and data collection across the State needs to be uniform and 
comprehensive. There is no data collection method that separates cancer from non- 
cancer patients. 


When a Certificate of Need is granted for a hospice license, a certain number of 
beds are granted. This has created confusion since Florida law states that the hospice 
must provide care in the ratio of 80% home care and 20% inpatient care. When 
beds are granted, does this mean the number of beds that a hospice can contract 
for in total or does this mean the number of beds that can be utilized at any one 
time? Also, what happens when а hospice's patient census expands and, yet, the 
number of beds awarded remains constant?  Presently, the usual practice is to admit 
patients regardless of bed allotment, thereby causing a discrepancy with what is 
on paper in terms of beds. One suggestion discussed during the re-draft of this Plan 
Component was the possibility of permitting the number of beds that can be utilized 
to fluctuate, based upon the prior year's patient census in conformance with the 
8096/2096 ratio. 


Presently, there are no freestanding hospice inpatient facilities in Florida. However, 
that does not preclude the necessity of developing a separate need methodology for 
these facilities. It is very likely that a hospice facility would save the health care 
system, in the aggregate, a sizeable amount of money and would give hospices greater 
control over their patients. 


It should be kept in mind that the Hospice Care System is a technically definable 
system with its own integrity. If hospices could be licensed as a special home health 
agency (licensed to provide home care services and inpatient services to the terminally 
ill) then a reimbursement mechanism could be put in place. 


Therefore, much study and evaluation is needed in the area of hospice delivery of 
services and reimbursement, both nationally and in Florida. 


PROGRAM POLICIES AND PRIORITIES 


In addition to the Hospice Program Need Methodology (Florida Administrative Code 
Chapter 10-5.11(20)), the District IX Health Council has established the following 
policies and priorities which should be used concurrently in planning hospice programs. 


Program Policies 
(As Defined by the Following Goals and Objectives) 


Goals: 


Hospice program services should be available and accessible to all individuals in Dis- 
trict ІХ. 


Hospice program patients and families shall be assured comprehensive and coordinated 
services which meet acceptable standards to guarantee quality, continuity and consis- 


tency of care. 


Hospice program services should meet cost containment standards as an integral 
component of the health delivery system. 


The residents of District IX should be fully informed about what hospice is and what 
services hospice programs provide for its clients. 


| Objectives: 
Not yet developed due to the lack of hospice program data. 
> Rationale 


With the high rates of cancer deaths in District IX, the necessity 
of having hospice program services available and accessible throughout 
the District is important. The hospice concept is relatively new in 
the United States and a measurement of quality care is needed. 
Hospice programs should be subject to cost containment strategies 
so that the growth of the industry does not become too expensive 
for the system as a whole. Physicians, nurses, allied health personnel, 
and the public need to be educated as to what hospice can do for 
a terminally ill patient and his family. 
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Program Priorities 
(As Defined by the Following Recommendations by Priority Ranking) 


Priority 1 


A. District IX shall be broken up into the following subdistricts for health plan- 
ning purposes: 


Indian River County 

Martin/St. Lucie County 

Okeechobee County 

Palm Beach County 

a. Northern Palm Beach County (includes Glades Area) 
b. Southern Palm Beach County 


i co 55% 


B. Hospice care must be available 24 hours a day, 7 days a week and be provided 
on the basis of need regardless of inability to pay. 


Rationale 


The Institute for Health Planning suggests that hospice services should be available 
within 30 minutes travel time by automobile under average traffic conditions 
for 9096 of the population of the region. The 30 minute travel time standard 
was recommended because the home care focus of hospice necessitates extensive 
hospice staff travel. Ап on-call nurse mst be available within a reasonable travel 
time so that in the care of a perceived emergency, the 7 days a week, 24 hours 
a day standard of available care will be met. Since the patient may require 
inpatient hospice care in addition to the home care, the acute care hospital 
planning subdistricts have been utilized. Also, terminal illness patients and family 
need the availability of constant care regardless of their financial position. 


Priority 2 


Licensed hospice programs shall receive equitable, reasonable and fair reimbursement 
for services rendered to patients. 


Rationale 


. As stated throughout this Plan, hospices provide services without regard to ability 
to pay. With the heavy reliance on donations and Medicare, the hospice financial 
base is tenuous. In Florida, licensure as a hospice is the only health system licen- 
sure that does not include the provision of a reimbursement mechanism.  Legisla- 
tion, such as in Michigan, that mandates private insurors provide hospice очен 
тау be a step in the right direction for Florida 


Priority 3 


All existing hospice agencies and those beginning up to 1988, must meet JCAH stand- 
ards by 1990 and thereafter, must meet them within two years. 


Rationale 


There should be a mechanism to evaluate new hospice applicants in District 
IX with regard to quality of care. Тһе JCAH standards are comprehensive and 
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applicable to the vartous hospice models; each standard includes specific 
characteristics against which program compliance can be assessed. 


Priority 4 


Hospice shall be considered to be a specialized service of home health agency care. 
Rationale 


It appears that home health agencies do provide some care to terminal patients 
since some terminal patients will not choose hospice. However, the hospice 
care system is a technically definable system with its own integrity. Тһе nursing 
ratio in a hospice is 3.5:1, where a home health agency is 12:1. The bereavement 
care provided and the trained volunteers involved in the direct provision of servi- 
ces to patients and families are only some of the distinctions in care. However, 
if hospices could be licensed as a special type of home health agency, licensed 
to provide home care services to the terminally ill, then hospice integrity would 
be maintained and a reimbursement mechanism would be available. 


Priority 5 


The Department of Health and Rehabilitative Services, Office of Comprehensive 
Health Planning, in conjunction with the local health councils, should re-evaluate 
Chapter 10-5.11(20)(a), Florida Administrative Code, in FY 1985-86. 


Rationale 


As stated in the "Discussion of Major Issues" Section, there is a need to re-visit 
the hospice methodology and develop an adequate data base to supplement it. 
Also, there is no methodology that addresses the need for freestanding hospice 
facilities. 


Priority 6 


In preparation for revising the Hospice Section of the 1986 District ІХ Health Plan, 
the District IX Health Council should initiate activities which address the following: 


a. an improved information and data base 
b. the need for educational materials 
c. the mix of hospice program services needed in District IX 


Rationale 


As the District IX Health Council gathers more hospice program data, this data 
can be. disseminated and utilized to educate the public as to the purpose and 
need for these services. 
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10-5.11 DEPT. ОЕ HEALTH 4% REHAB. SERVICES 


— Number of unsuccessful transplants for one 
year (based on experience for the service area) 

— ESRD patient mortality for one year 
(mortality rate based on experience for service area 
applied to the sub-total of previous calculations) 

+ 10% of current and projected ESRD patients 
on home dialysis (predicated on periodic facility 
utilization) 

= number of patients requiring chronic dialysis 
services for one year in the service area 


2. The application of a station utilization factor ` 


to the determined number of patients requiring 
chronic dialysis services in the service area yields the 
number of chronic dialysis stations needed. 
Comparison of the number of stations needed with 
the number of existing stations for the service area 
yields the net number of stations needed which is 
compared to the number of stations proposed in an 
application for a new chronic dialysis facility. A 
utilization factor of 80% is applicable to all stations 
providing chronic maintenance services іп 
freestanding or hospital based setting, when 100% 


Total Number of Projected Hospice Patients (P) = 


utilization is 4.0 patients per station for a 2 shift, 6 
days per weck operation. The operation of 3 shifts 
by an existing chronic dialysis facility in a service 
area shall not be considered in determining the need 
for additional dialysis stations. 

(19) A Certificate of Need for a proposed 
Intermediate Care Facility for the Mentally 
Retarded (ICF/MR) shall not be issued unless: 

(а) The proposal has been determined by the 
department to be justified in context with the 
criteria contained in Rule 10-5.11(1)--(12) herein; 
Chapter 10D-38, F.A.C.; and current legislative 
appropriations providing for ICF/MR placements. 

(b) The proposal, if for a new facility, provides 
for not more than 60 beds divided into living units of 
not more than 15 beds each. 

(c) The proposal, if for conversion of an existing 
facility to ICF/MR utilization, provides for 
division of such facility into living units of not more 
than 25 beds each. 

(20)(a) The need for a new hospice providing for 
home, outpatient and home-like inpatient care shall 
be determined by the following methodology: 


Cancer Mortality Rate X Projected Population X .40 
90 (other diagnoses) 


Hospice Inpatient Bed Need (IB) — 


(P X .60 X 5 days ALOS/365) + (P X .40 X 17.5 days ALOS/365) 
85% Occupancy 


Average Number of Hospice Program Patient Days (Home Care, Inpatient, Outpatient) (PD) = 
P X 90 days 


Тһе basis for determination of the cancer mortality 
rate shall be the preceding three year average cancer 
mortality rates as püblished in Florida Vital 
Statistics. Projected population estimates shall be 
those estimates published by the Bureau of Business 
and Economic Research, University of Florida. 

(b) This methodology provides for the 
maximum level of hospice need. During the first 24 
months after the implementation of these rules, the 
inpatient bed determination formula in (a) above 
will use a factor of .25 of the projected cancer 
mortality population to project the hospice 
population universe, instead of .40, used in formula 
in (a) above. After the initial 24 months of this rule 
implementation, the factor used to project the 
hospice universe will be .40. An HSA may continue 
to adjust need projection downward pursuant to 
standards and criteria contained in its HSP as long 
as availability and accessibility of services can be 
assured. This two-stage implementation of the 
formula is designed to allow for the developmental 
phasc-in of hospice inpatient facilities, and will 
allow an HSA to study data from developing 
programs before making future need 
determinations. 

(c) Mitigating and extenuating circumstances 
which must be met for the department to issue a 
Certificate of Need for a proposed new hospice even 
though the previously described need determination 
methodology does not clearly indicate need are: 


1. Documentation that the population of the 
proposed service area is being denied access to 
hospice services in that existing hospices within the 
proposed service area are unable to provide service 
to all persons in need of hospice care and services. 

2. Documentation that approval of such 
proposed hospice would foster cost containment, 
discourage regional monopolies and promote 
competition for all providers in the health service 
area. 

(21) Community Nursing Home Beds. A 
community nursing home bed is a nursing home bed 
not located within a life care facility certified under 
Chapter 651, Florida Statutes. 

(a) Departmental Goal. The Department will 
consider applications for community nursing home 
beds in context with applicable statutory and rule 
criteria. The Department will not normally 
approve applications (ог new ог additional 
community nursing home beds in any departmental 
service district if approval of an ápplication would 
cause the number of community nursing home beds 
in that departmental service district to exceed the 
number ой community nursing home beds 
calculated by the methodology described in 
subsections (21)(b), (с), (d), (e), (0), (g), and (h) of 
this rule. 

(b) Need Methodology. In addition to relevant 
statutory criteria and applicable rule criteria to be 
used in considering need for new or additional 
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APPENDIX В 


Key: Hospice by the Sea, Inc. (HBTS) - July 1, 1983 - June 30, 1984 


Hospice of Palm Beach County, Inc. (HPBC) - October 1, 1983 - Septem- 
ber 30, 1984 


Hospice of Martin, Inc. (НОМ) - November 1, 1983 - October 31, 1984 


HBTS HPBC HOM 


Total Patients Served 200.0 409.0 75.0 


Average No. of days in Home Care 52.50 43.29 71.5 
Average No. of days in Facilities 11,38 7.16 4.2 
Average Term of Care (Days) 63.85 50.45 75.7 


Percent Total Patients Requiring 
No Inpatient Care 62% 56% 75% 


Total Deaths 


148 237 52 
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APPENDIX С 


CHARACTERISTICS OF UNITED STATES HOSPICE MODELS’ 


Model Characteristics 


Freestanding Autonomous Multidisciplinary team providing care 24 hours 

Unit per day; flexible visiting rules; home-like envi- 
ronment; usually combined with home care 
program; substantial construction or renovation 
costs; high percentage of paid staff; admissions 
usually limited to days or weeks immediately 
preceding death; requires certificate of need 
(CON) апа licensing; may be more difficult 
to obtain third party reimbursement than other 
models. 


Freestanding Facility Same as freestanding autonomous unit except 

With a Hospital that the hospital affiliation тау preserve 

Affiliation for the program the tax and reimbursement 
advantage of the parent institution; requires 
CON and licensing. 


Special Unit Within Multidisciplinary team providing care 24 hours 

a Hospital per day; flexible visiting rules, which may 
be constrained somewhat by normal hospital 
routines; usually combined with a home саге 
program; may involve substantial renovation 
costs; high percentage of paid staff; admissions 
may come largely through referrals from acute 
care wards of the hospital; third-party reim- 
bursement available through the hospital; 
generally requires CON. 


Hospice Team With  Multidisciplinary team providing care to patients 

a Hospital distributed throughout hospital; little or no 
renovation cost; hospital atmosphere; visting 
hours тау be somewhat constrained; high 
percentage of paid staff; third-party reim- 
bursement through normal hospital channels; 
probably no additional CON or license are 
required. 


Home Care Only Multidisciplinary team members visiting pertodi- 
cally and responding to calls for assistance; 
high percentage of volunteer staff; services 
may be offered through or іп cooperation 
with existing community agencies (e.g., visiting 
nurses association, home health agencies); 
third-party reimbursement is dependent оп 
type of service and type of provider; may 
require CON and/or license; тау affiliate 
formally or informally with a hospital to provide 
backup beds initially and may develop own 
inpatient component eventually. 


Source: Adapted from U.S. Bureau of Health Planning, Hospice Program, p. 3. 
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COMPREHENSIVE MEDICAL REHABILITATION INPATIENT SERVICES PLAN 


Introduction 


Comprehensive medical, rehabilitation service is defined in Chapter 10-5, Florida 
Administrative Code, as intensive care providing a coordinated multidisciplinary 
approach to patients with severe physical disabilities such as spinal cord injury, 
brain injury, stroke, multiple sclerosis, cerebral palsy, hemiplegia, quadriplegia, 
paraplegia and other physical disabilities which require an organized program of 
integrated and coordinated service. The intent of rehabilitative care is to provide 
the disabled patient with optimum health, welfare and the realization of the pa- 
tient's maximum physical, social, psychological and vocational potential for useful 
and productive activity. 


The origin of modern rehabilitative services dates back to the period following 
World War I when the need for restorative therapies became recognized. The 
period following World War II saw tremendous improvements in both the technology 
and the philosophy of rehabilitation. The need for a multidisciplinary approach 
and the use of a team approach to care were established. 


There are numerous types of rehabilitative services and different combinations 
of these services are utilized, depending upon the need of the patient and the 
type of setting. Rehabilitation services include, but are not limited to: 


Rehabilitation nursing 
Physical therapy 
Occupational therapy 

Social Work 

Psychology 

Speech/language therapy 
Therapeutic recreation 
Vocational evaluation and rehabilitation 
Orthotics 

Prosthetics 

Rehabilitation engineering 
Driver education 

Audiology 

Repiratory therapy 

Music therapy 

Nutritional counseling 
Family support services 
Patient/Family education 
Home environment evaluation 
Work site evaluation 

Long term follow-up 
Information and referral service 
Equipment loan program 


Comprehensive medical rehabilitation can take place in а variety of settings. 
There are specialty hospitals designed only for rehabilitation and there are special 
units of acute care general hospitals for inpatients. There are outpatient services 
provided by outpatient departments based in hospitals and there are some free- 
standing clinics. Minimal rehabilitative services are provided. in nursing homes. 
The Palm Beach Regional Visiting Nurse Association, Inc., the largest home 
health agency in Palm Beach County, reports that rehabilitative services make 
up approximately 20%-25% of the total visits made to patients in their homes. 


In 1980, a study was conducted by Amherst Associates of those rehabilitation 
hospitals who are members of the American Hospital Association. At that time, 
56 rehabilitation hospitals were members and they collectively reported an aver- 
age length of stay between 34 and 45 days.! Thirty-six percent of the patients 
were over 65 years of age and 73 percent of all the patients were discharged 
directly to their homes. 


Table 1: 1980 AMERICAN HOSPITAL ASSOCIATION PAYOR MIX 
FOR INPATIENT MEDICAL REHABILITATION HOSPITALS 


AND UNITS 
% of Total 
Source Reported 
Medicare 41.83% 
Medicaid 15.41% 
Blue Cross 11.78% 
Commercial Insurance 13.23% 
Division of Vocational 
Rehabilitation 3.64% 
Workmans Compensation 2.93% 
Self Pay 2.89% 
Other 8.94% 


Source: Commerce Clearing House, Medicare and 
Medicaid Guide, Number 301, July 24, 1980. 


Today, there are approximately 400 inpatient rehabilitation hospitals or units 
in the United States with nearly three-fourths of them organized as defined 
units in larger institutions. The remaining rehabilitation facilities are organized 
as freestanding specialty hospitals, or more rarely, as self-contained rehabilitation 
hospitals within larger facilities. The average size of these facilities ranges 
from 29 beds for freestanding hospitals to 26 beds for designated rehabilitation 
units. 


In the 1981 Florida State Health Plan, the bed inventory reported only two hospi- 
tals licensed as renabilitation hospitals. These two hospitals had a total of 
134 beds or 0.2% of the total licensed hospital beds in all of Florida. Аз of 
June 6, 1984, there were 508 licensed rehabilitation beds and 507 currently 
approved beds for a total of 1,015 rehabilitation beds. 


As reported by the Florida Hospital Association, there has been a tremendous 
growth. from 1972 to 1981 in rehabilitation outpatient services. The growth 


these services in Florida hospitals from 1972 to 1981 was 925% compared with 
a 272% growth, nationally. 


As medical technology advances and more severely disabled patients are kept 
alive, the need for rehabilitative services will grow. During the vears 1966 
to 1976, the National Center for Health Statistics noted that, while the U.S. 
population increased by 10 percent, the number of persons permanently limited 
in their activities because of health conditions increased by 37 percent with 
a much larger proportion of those disabled claiming to be unable to carry on 
their main activity.^ Health and social services planners need to be aware of 
these types of trends so that the best mix of services will be available to every- 
one. 


Services/Settings 


Chapter 10-5(24)(b), Florida Administrative Code, defines a rehabilitation facility 
or unit as a facility or a distinct part of a facility, or unit, which provides 
a program of comprehensive medical rehabilitation services and which is designed, 
equipped, organized and operated to deliver comprehensive medical rehabilitation 
services. А unit must consist of. at least 20 designated beds and a new, but 
separate rehabilitation facility must have at least 40 beds. 


The scope of rehabilitation services provided must include skilled rehabilitation 
nursing care, physical therapy, speech therapy, prosthetic and orthopedic devices 
and services, psychological services and dietary services. There are other servi- 
ces defined in rule that must be available through affiliation or contractual 
agreement. These services include inhalation therapy and vocational evaluation 
work adjustment. Optional services defined in rule include driver education 
and job placement. 


To ensure a full continuum of rehabilitation service, Certificate of Need Appli- 
cants must demonstrate the ability to develop a formal referral system with 
acute care hospitals, long term care facilities, home health agencies, other 
providers of vocational rehabilitation facilities and community social services 
organizations. » 


Presently in District IX, some comprehensive rehabilitation is offered in acute 
care hospitals on both an inpatient and outpatient setting. | Non-comprehensive 
rehabilitation services are also available in some nursing homes and through 
home health agencies. The Palm Beach Regional Visiting Nurse Association, 
Inc. reported a total of 57,340 home visits for the first nine months of 1984; 
12,192 of these visits were for rehabilitative services (e.g.. physical therapy, 
speech therapy, occupational therapy). 


Facilities 
Current Capacity/Utilization 


Presently in District IX, there are no licensed Certificate of Need 
approved rehabilitation facilities. There are two approvals for 
comprehensive rehabilitation hosptials in this region. 


National Medical Enterprises is building the Delray Rehabilitation 


Institute on the campus of Deiray Community Hospital in Southern 
Palm Beach County. The Delray Rehabilitation Institute will consist 
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of 60 beds with a projected patient mix of 57% Medicare, 3% Medi- 
caid, 35% Insurance, 2% Private Pay, and 3% Indigent. 


Rehab Hospital Services Corporation, under an amended Certificate 
of Need award, is building а 40-bed facility in Vero Beach that 
will be known as the Rehab Hospital of Indian River. The projected 
patient mix is 56% Medicare, 4% Medicaid, 5°. Indigent’Bad Debt, 
and 35% Insurance/Private Pay/Other. 


Physical Status 
Not Applicable. 


Service Areas 


Certificate of Need Applicants for comprehensive rehabilitation 
services should demonstrate that at least 90% of the target popula- 
tion resides within two hours driving time under average traffic 
conditions of the location of the proposed facility. For health 
planning purposes, these conditions can be met by dividing District 
IX into two subdistricts: 


1. Indian River County, Martin County, St. Lucie 
County, Okeechobee County. 


2. Palm Beach County. 
System Characteristics 
Cost 


The cost of providing care to rehabilitation patients can be expen- 
sive individually, if the patient is severely disabled. However, 
these Certificate of Need approved facilities will be treating pa- 
tients with an average length of stay of 28 days, which indicates 
the need for a relatively short specialty hospital stay. 


For the system as’ а whole, rehabilitation facilities can save an 
enormous amount of money by providing care in a non-acute setting. 
The disabled patient will not be inappropriately placed in an acute 
care hospital longer than necessary. Rehabilitation hospitals place 
great multidisciplinary emphasis on getting the patient to resume 
a normal life, inclusive of vocational re-training, if it is feasible. 


Availability 


Chapter 10-5(24)(c)(1), Florida Administrative Code, specifies bed 
need as: 
projected acute care hospital 


3.9/1,000 x discharges 5 years in the future x 28 (51,05) 
365 x .85 (Occupancy Standard) 


For 1988, the total need for comprehensive rehabilitation beds 
was 79 beds. Certificate of Need approvals total 100 beds, leaving 
District IX with a surplus of 21 beds. For 1989, the total need 
for comprehensive rehabilitation beds is , leaving District 
IX with a of beds. 


Accessibility 


Chapter 10-5(24), Florida Administrative Code, specifies that compre- 
hensive rehabilitation services must be available to patients іп 
need, regardless of ability to pay. Each applicant for a Certificate 
of Need shall ensure accessibility through Medicare and Medicaid 
participation. 


Continuity 


As the rehabilitation system evolves, effective coordination of 
effort in providing these services, regardless of whether care is 
provided in one setting or multiple settings, will be essential. 
As mentioned previously, to ensure a full continuum of rehabilitation 
services, applicants must demonstrate the ability to develop a 
formal referral system with acute care hospitals, long term care 
facilities, home health agencies, other providers of vocational 
rehabilitation facilities and community social services organizations. 


The District IX Department of Health and Rehabilitative Services 
provides the following rehabilitation services: diagnostic evaluation 
(physical and emotional), follow-up medical and psychological care, 
vocational evaluation and training (including supplies) and job place- 
ment services. 


Acceptability 


The concept of a rehabilitation hospital is new to District ІХ. 
As the system evolves, the residents of District IX will be able 
to evaluate the need for rehabilitation facilities. 


Quality 


Until the system evolves, measurement of quality is unattainable. 
According to Chapter 10-5(24), Florida Administrative Code, as 
a minimum each facility or unit must meet Commission on Accredi- 
tation of Rehabilitation Facilities (CARF) standards for hospital 
based rehabilitation services. 


Discussion of Major Issues 


There are numerous factors in today's society that can influence the need for 
rehabilitation facilities, manpower and programs. They include, but are not 
limited to: the new technologies which can save the lives of many newborns 
with congenital or inherited defects; accident victims who formerly would not 
have survived; the longer life span of Americans which results in an increasing 
number of elderly people who may suffer with chronic diseases causing impair- 
ments that make for early dependence and place them at risk for early and 
prolonged institutionalization; the recognition that many impairments respond 
to intensive rehabilitation that permits individuals to overcome handicaps and 
return to independent living or to reenter the labor force; and the cost/benefits 
of decreasing dependence by helping people with disease and/or accident or 
work-related impairments to leave the ranks of the dependent for more satisfying 
and productive lives.? 


The need methodology for comprehensive rehabilitation inpatient beds in Chapter 
10-5(24)(c)(1), Florida Administrative Code, utilizes a 3.9/1000 fraction of project- 
ed acute care hospital discharges projected five years into the future with an 
average length of stay of 28 days. Due to changing technology that allows 
for more outpatient surgery and financial and regulatory controls, we can expect 
to see a downward trend in the admissions per thousand population in this count- 
ry. This downward trend in admissions, however, does not translate directly 
into fewer spinal cord injury and trauma patients. Therefore, the correlation 
between an acute care discharge rate and the numbers of rehabilitation beds 
needed in a service area may not be appropriate. 


Investigation into the use of an average length of stay of 28 days may also 
be needed. The West Virginia Demand Model of Bed Need points to a national 
study based on the actual use of rehabilitation hospitals in the U.S. of 31 days 
average length of stay. 


Therefore, in District IX, with the concentration of elderly people who may 
require more rehabilitative services and the increasing technological sophistication 
of our area hospitals and the health system in general, this need methodology 
should be evaluated again in the near future so that services are available to 
all who need rehabilitative care. 


PROGRAM POLICIES AND PRIORITIES 


In addition to the Comprehensive Medical Rehabilitation Inpatient Services Need 
Methodology (Florida Administrative Code, Chapter 10-5(24)), District IX Health 
Council, Inc. has established the following policies and priorities which should 
be used concurrently in planning rehabilitation hospital bed need and allocations. 


Program Policies 
(As Defined by the Following Goals and Objectives) 


Goals 


Comprehensive medical rehabilitation services should be available to all residents 
of District IX. 


All comprehensive medical rehabilitaton programs in District IX shall meet 
basic standards for quality. 


Objectives 


By 1990, an appropriate mix of rehabilitation services should be available and 
accessible in a variety of settings and localities to all residents of District 
IX. 


By 1990, comprehensive inpatient hospital rehabilitation programs which require 
Certificate of Need approval must receive CARF accreditation within two vears 
of program initiation. 


Program Priorities | 
(As Defined by the Following Recommendations by Priority Ranking) 


1. The following subdistricts are identified for the purpose of allocating compre- 
hensive medical rehabilitation hospital beds: 


a. Subdistrict One (Indian River, Martin, St. Lucie, and Okeechobee 
Counties) - 
b. Subdistrict Two (Palm Beach County). 
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II. 


III. 


. IV. 


VI. 


Rationale 


Certificate of Need Applicants for comprehensive medical rehabilitation 
services should demonstrate that at least 90% of the target population 
resides within two hours driving time under average traffic conditions 
of the location of the proposed facility. For health planning purposes, 
these conditions can be met by dividing District IX into two subdistricts. 


Priority shall be given to applicants for comprehensive medical rehabilitation 
services who provide documentation of support from other related health 
care providers. 


Rationale: Documentation of the ability to coordinate a full continuum 
of rehabilitation services is essential prior to the approval of a Certificate 
of Need. Ву ensuring support from acute care hospitals, long term care 
facilities, home health agencies, other providers of vocational rehabilita- 
tion facilities and community social services organizations, the patient 
will benefit. 


Priority shall be given to nursing home projects requiring a Certificate of 
Need which includes plans for comprehensive rehabilitation services. 


Rationale: With the advent of Diagnostic Related Groupings (DRGs) 
prospective reimbursement for acute care hospitals, nursing homes are 
receiving a variety of patients. Patients are being discharged from acute 
care hospitals earlier, and some are in need of short term intensive rehabi- 
litation services that are not presently available throughout District 
IX. As part of the continuum of care, nursing homes should be providing 
these services on a comprehensive basis. 


Priority shall be given to medical rehabilitation applicants who provide histori- 
cal documentation of good quality care and/or a formal commitment to provide 
excellent quality of care. 


Rationale: Excellent quality of care is an important consideration in 
the provision of medical rehabilitation services. Comprehensive inpatient 
hospital rehabilitation programs which receive Certificate of Need appro- 
val should be able to receive CARF accreditation within two years of 
program initiation. 


Physicians, nurses, allied health professionals, social workers and the public 
should be educated on the content of rehabilitation service programs, the 


types of patients treated, and the procedures for admission and referral to 
all settings. 


: Rationale: Comprehensive medical rehabilitation is а relatively 
new concept in District IX, especially in the hospital inpatient arena. 
Time should be spent by health planners and health educators in 
preparing educational materials for distribution. 


The Department of Health and Rehabilitative Services, Office of Comprehen- 
sive Health Planning, in conjunction with the local health councils, should 
re-evaluate Chapter 10-5(24)(c)(1), Florida Administrative Code, in FY 1985-86. 


Rationale: 


As stated in the section of this Plan titled "Discussion of Major Issues", 
there is the need to re-evaluate a rehabilitation bed need methodology 
based on acute care discharges since there appears to be a lack of direct 
correlation between these discharges and the need for rehabilitation 
beds. The local health councils should participate with HRS by holding 
local workshops to develop a new methodology. 


VII. In preparation for revising the Comprehensive Medical Rehabilitation Services 
Plan for 1986, the District IX Health Council should initiate activites which 
address the following: 


a. An improved information base on the type and amount of rehabilitation 
services available in District ІХ. 


b. Determine the mix of outpatient and inpatient rehabilitation services 
needed in District ІХ. 


Rationale: Based on limited information available to the Council, 
it is felt that a great deal of study is needed prior to making further 
detailed recommendations. 
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" | mE APPENDIX A 


RULES OF STATE ОР FLORIDA 


DEPARTMENT OF HEALTH AND REHABILITATIVE SERVICES i 


CHAPTER 10-5, FLORIDA ADMINISTRATIVE CODE 


PROCZDURES POR THE ADMINISTRATION OP SECTIONS 
ee INS 
381.493 - 381.499 FLORIDA STATUTES HEALTH 
FACILITIES AND HEALTH SERVICES PLANNING АСТ 


“CRITERIA AGAINST WHICH APPLICATIONS ARE EVALUATED” 


¡pá EA a ARTE ALMAE ЖҚ. E AE AI ESO? RN 


"COMPREHENSIVE MEDICAL REHABILITATION INPATIENT SERVICES” 
— tte 


(24) Comprehensive Medical Rehabilitation 


Inpatient Services. 


(a) Comprehensive medical rehabilitation service 
is defined as intensive care providing a coordinated 


multidisciplinary approach to patients with severe physica). 


disabilities such as spinal cord injury,, brain injury, 


stroke, multiple sclerosis, cerebral palsy, hemiplegia, 
quadriplegia, paraplegia and other sheet disabilities 
which require an organized program of integrated and 
coordinated services. 

(b) A rehabilitation facility or unit is defined 
as a facility or a distinct part of а facility, a unit, 
which provides a program of comprehensive medical 
rehabilitation services and which is designed, equipped, 
organized and operated to deliver comprehensive medical 
rehabilitation services. 

(е) 

1. Bed allocations for comprehensive 
rehabilitation services shall be based on the following 
standards: 

а. 3.9 rehabilitation admissions per 1,000 
projected аёзке care hospitai discharges projected five 
years into the future, 

b. New facilities must be able to prcject e 


minimum 65% occupancy ín the firs: vear of operation and 85% 
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Occupancy after that; the projected bed need is bazed on ап 
85% occupancy standard; 


C. Ап average length of stay (ALOS) of 28 days. 


d. The total bed need for а department service 


district five years into the future shall be calculated 
according to the following formula: 


Bed Need = 


3.9/1,000 x projected acute care hospital discharaes 


x 28 ALOS 
365 x .85 (occupancy standard) 


2. Other factors to be considered in determining a 


need for comprehensive medical rehabilitation services, іп 
addition to relevant statutory and rule criteria, include: 
а. Historic, current and projected incidence and 
prevalence of'disabling conditions and chronic illness in 
the population in the Department service district by age and 
sex group; 

b. Trends in utilization by various categories of. 
third party payers} 

c. Existing and projected inpatients (e.g. 
orthopedic, skroke and cardiac cases) in need of 
rehabilitation services, asa 

d. The availability of specialized staff. 

3. Standards and criteria. 


а. Unit size. To maximize cost efficiency of 


comprehensive rehabilitation services, a proposal for new 


rehabilitation services in a unit must have at least 20 
designated beds. A proposal for a new but separate 
rehabilitation facility must have at least 40 beds. 

b. ссезрасеу standard. New rehabilitation 
facilities must be able to project a minimum of 65% 
occupancy during the first year of operation based upon the 
formula in this rule. No proposal to establish a new 
rehabilitation unit will be approved unless the average 


annual occupancy rate for all existing comprehensive 


rehabilitation facilities and units within the Department 
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service district exceeds 85% occupancy for the-preceding 


calendar quarter. 


c. Accessibility. Applicants for comprehensive 


rehabilitation services should demonstrate that at least 901 
of the target population resides within two hours driving 
time under average traffic conditions of the location of the 
proposed facility. Comprehensive rehabilitation services 
must be available to patients in need regardless of ability 
to pay. Zach applicant shall ensure accessibility through 
Medicare and Medicaid participation. 

а. Programs and services. The scope of 
rehabilitation services provided must include skilled 
rehabilitation nursing care, physical therapy, speech 
therapy, prosthetic and orthopedic devices and services, 
psychological services and dietary services. 

е. As a minimum, each facility or unit must meet 
Commission on Accreditation of Rehabilitation Pacilities 
(CARP) standards for hospital-based rehabilitation 
services. А copy of the standards are incorporated herein 


by reference. 


4. Variable services. The actual mix of services 
will necessarily depend on the population characteristics 
being served. The following services must be available, if 
needed, through affiliation or contractual agreement: 

a. Physician services 

b. Nursing services 

с. Physical therapy 

d. Speech therapy 

e. Prosthetic and stroke devices 

Е. Inhalation therapy 

Ss. Psychological services 

iced һ. po—— — 


1. Rehabilitative nursing care 


3. Dietary services 
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k. Social Work 
ls Vocational. evaluation work adjustment 
5. Optional services. The following services 
E should be offered, i£ needed: 

а. Driver education 

b. Audiology special eđucation 

C. Vocational counseling 

4. Therapy for children 

e. Job placement 

fs Rehabilitation engineering 

6. Transfer and referral agreements. TO ensure a 
full continuum of rehabilitation services, applicants for 
comprehensive rehabilitation services must demonstrate the 
ability to develop a formal referral system with acute care 
hospitals, long-term care facilities, home health agencies, 
other providers of vocational rehabilitation facilities and 
community social services organizations. 


Specific Authority: 381.494(5), (8), F.S. 


381.031(1) (9)11, F.S. 


Law Implemented: 381.494 (8) F.S. 
History: New. 
Purchase Order No: 40260 
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APPENDIX B 


At this time, there is no national definition for the differentiation of levels of 
care of rehabilitation services. However, in order to learn more about the recogni- 
tion of, possibly, three levels of care, we are presenting the levels as defined 
by the Georgia State Health Planning Agency in their Proposed Component Plan: 
Inpatient Physical Rehabilitation Services - October 1984. (Pages 7 - 8) 


Three levels of service are defined as follows: 


Comprehensive Physical Rehabilitation - Level Ш Services тау be described 


as follows: а comprehensive physical rehabilitation service provides an inten- 
sive, coordinated, interdisciplinary team approach to patients with severe 
physical impairments such as, but not limited to, stroke, spinal cord injury, 
head injury, multiple sclerosis and other neuromuscular diseases, arthritis, 
chronic pain syndrome, amputations, and childhood birth defects and injuries 
which require an ongoing program. of intensive integrated and coordinated 
continuum of both inpatient and outpatient services. Тһе patient requiring 
this level of care should be able, based on interdisciplinary evaluation, to 
participate fully in the therapies, practice sessions, and other activities provid- 
ed and to benefit. Along with the capacity to endure the intensity of service 
offered, the individual must be emotionally ready to participate in and accept 
the treatment plan developed for his/her rehabilitation. 


Intermediate Physical Rehabilitation - Level II Services may be described 
as less intensive in terms of time and combination of therapies than Level 
III care, aithough it must also involve the coordinated interdisciplinary team 
approach. Other rehabilitative services to be coordinated with Level II and 
III services are Level I services. 


Primary Physical Rehabilitative Services - Level I Services involve a single 


or isolated service approach which may include physical, occupational, speech 
or other rehabilitative services provided to patients without the involvement 
of a formal interdisciplinary rehabilitaton program. This type of care may 
include services to acutely ill medical/surgical patients and/or maintenance 
care to prevent deterioration of patients in nursing homes or at home. There 
may also be training in activities of daily living given following a fracture 
or acute illness. This level of care is most frequently provided in medical 
and surgical services or acute care general hospitals, nursing home, independent 
living centers, and by home health agencies and single purpose agencies located 
in or near the patient's community of residence. While total services are 
necessary to begin the restorative process, or to maintain gains derived from 
Level II or Ш care, these services are not considered as rehabilitation services 
per se, but rather are necessary and adjunctive at certain points in time 
and for certain patients. If licensure is developed, these services may be 
designated as primary rehabilitative services to assure clarity. 
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INTRODUCTION 


Hospitals form the cornerstone for the delivery of health care services within 
the community. Community hospitals in this section are defined as non-Federal 
short term general hospitals whose facilities and services are available to the public. 
In Florida, there are 261 hospitals, of which 212 are community hospitals. The 
Florida Hospital Cost Containment Board reported in its 1984 Hospital Budget 
Data that: 


"Of 212 acute care general hospitals in Florida, 84 are voluntary, not-for-profit, 
80 are investor-owned, and 48 are government hospitals. Of 50,236 total 
beds, voluntary hospitals have 23,471 beds, investor-owned hospitals have 15,720 
beds, and public hospitals have 11,045 beds. 


"In 1984, Florida hospitals project collection of $6.4 Billion or 72% of total 
charges of $8.94 Billion. 1984 expenses will be about $6 Billion compared 
to 1983 expenses of $5.6 Billion. 


"Patients admitted to Florida acute care hospitals in 1984 will be charged 
$4,360 for a typical stay of 7.2 days...This compares to charges per admission 
of $3,811 in 1983 when the typical stay was 7.3 days." 


In 1981, national health care expenditures equalled $287 billion, of which 41% ($118 
billion) was for hospital care. Health Care Financing Administration figures present- 
ly show that hospitals represent 42% of total spending for health care and health 
care is now 10.5% of the Gross National Product. 


The hospital industry is in a state of flux. With the advent of the new Medicare 
Diagnostic Related Groups prospective reimbursement, some hospitals will lose 
money on some patients but this loss should be offset by a gain through other 
patients.As Health Maintenance Organizations and Preferred Provider Organizations 
grow, there will be less incentive to hospitalize and shorter lengths of stay. Compe- 
tition among health care’ providers has also increased during 1984 as hospitals 
compete with alternative delivery systems. A 1983 nationwide survey conducted 
by the National Research Corporation indicates that 75% of all hospitals surveyed 
now offer alternative care and 15% more plan to offer such services soon. Alterna- 
tive services identified in the survey include birthing centers, home health care, 
alcohol treatment, rehabilitation centers, primary care centers, occupational health, 
wellness centers, nursing homes, ambulatory care and urgent care centers. 


A hospital bed, with all the associated costs, has become our most costly health 
care resource. Because of the economics of our present health care system, unused 
hospital beds drain limited health care resources and divert funds from other needed 
services. Unused hospital beds tend to increase hospital admissions and length of 
hospital stay. The cost of an unused, fully staffed hospital bed is estimated to 
be between $25,000 and $30,000 annually. Unused, excess hospital beds add to 
the cost of hospitalization. 


The District IX Health Council, Inc. has a responsibility to plan for the appropriate 
use and development of hospital resources within District IX. Planning is accomplish- 
ed with respect to hospital services, through the State of Florida Certificate of 
Need Law and by individual hospitals within the five county health service area. 


The purpose of the Certificate of Need program is the effective and efficient 
development of health care facilities that will meet community needs within the 
limits of available resources. Every consideration is given to the elimination of 
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unnecessary duplication of health facilities while strengthening the competitive 
forces in the health care industry. 


HEALTH SYSTEM FACTORS 
Services/Settings - To be developed. 


Current Capacity/Utilization 


As of June 1, 1985, District IX had 4,695 licensed and/or approved acute care 
general hospital beds. The 185-bed West Boca Raton Medical Center held its 
ground breaking ceremony in early 1984 and is expected to open by the end 
of this year. The 117-bed Palms West Hospital in Loxahatchee is expected 
to be completed by December of 1985 and the 120-bed Wellington Regional 
Medical Center in West Palm Beach is expected to be completd by the beginning 


of 1986. 


In Martin County, Martin Memorial Hospital has been approved to build a satelite 
facility in Port Salerno. This facility will consist of 50 new beds and 25 medi- 
cal/surgical beds that will be delicensed at Martin Memorial Hospital, bringing 
the total capacity up to 75 beds. In the southern portion of Palm Beach County, 
the Humana Women's Hospital has received approval to build a 100-bed facility. 
Legal challenges to these two projects have yet to be resolved. 


Table I points to the breakdown of licensed beds, by hospital and subdistrict 
and indicates the construction status of new beds. 


TABLE I 
TOTAL HOSPITAL BEDS (ACUTE ONLY) 


MAY, 1985 
LICENSED AND/OR APPROVED 


M com s cx |Existing Beds Approved 
Licensed |Beds Under |But Not Under 
Area Beds ^  |Construction Construction — |Total_ 


| Indian River Memorial Hospital - 
Humana Hospital Sebastian 


Indian River County Subdistrict 
Martin Memorial Hospital 
Lawnwood Medical Center 
Port St. Lucie Medical Center 
Port Salerno Hospital 


Martin/St. Lucie Subdistrict 


Н.Н. Raulerson, Jr. Memorial Hospi — 1t 
Okeechobee Subdistrict 
Bethesda Memorial Hospital 


Boca Raton Community Hospital | 394 | — 1 | à 1 | 394 | 


J. Е. Kennedy Memorial Hospital | 333 | | | 333 | 
Wellington Medical Center __ NEC жән кеннен INN NN 
West Boca Raton Medical Center | | 15 | | 185 | 


Humana Women's Hospital Ll | | sw | oo) 
|__ South Palm Beach Subdistrict 
Humana Hospital Palm Beaches | 62 | | |) 162 | 
Everglades Memorial Hospital LAA LA] 
Glades General Hospital 4141.27 | 
Good Samaritan Hospital _ аа BE NN 
| Palm Beach Gardens Medical Ctr. | 204 | | |) 204 | 
Tre Jupiter Hospital. | 156] II A | 156 | 
| Palms West Hospital TT 
St. Mary's Hospital ÁS 0 анага 
North_Palm Beach Subdistrict 117 1,480 
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Table П breaks down the 4,695 licensed and approved beds in District IX 
by major service category for each hospital, as well as for each subdistrict. 


TABLE II 


HOSPITAL BEDS BY MAJOR SERVICE CATEGORY 


DISTRICT ІХ 


JUNE, 1985 
Licensed 
or 
Approved, Medical/ ICU/CC 
Area | Beds ¡Surgical OB & Other*| Pediatrics 
Indian River Memorial Hospital 293 18 24 
Humana Hospital Sebastian 117 | | 103 | 6 | 8 -- | 
Indian River County Subdistrict 410 333 26 24 | 
Martin Memorial Hospital 336 280(-25) 20 23 13 
Lawnwood Medical Center 275 226 18 15 | 
[ Port St. Lucie Medical Center |  1s0| 18 | - | 12 = | 
Port Salerno Hospital 50 44(*25) 6 | 
Martin/St. Lucie Subdistrict 811 688 ' 36 59 28 
H.H.Raulerson, Jr. Memorial Hosp. E] 7 2 
| | Okeechobee Subdistrict 101 84 8 7 2 
Bethesda Memorial Hospital 350 281 18 36 15 
Boca Raton Community Hospital -- 35 11 
Delray Community Hospital AL тт | = | 4 аме 
Doctors Hospital 200 188 == 12 -- 
J. F. Kennedy Memorial Hospital — 21 26 
Wellington Medical Center 120 100 -- 8 12 
15 16 = 
Humana Women's Hospital 6 = 
| South Palm Beach Subdistrict 64 | 
Humana Hospital Раіт Beaches dl 152 ЖЕНЕ КИН КИН ж ше: 
Everglades Memorial Hospital 3 9 | 
Glades General Hospital NEN 1%. 45_ у. _.в6__| 16 | 
Good Samaritan Hospital 22 45 
Palm Beach Gardens Medical Center| 204] 153 | 22 | 11 18 
The Jupiter Hospital | . 156| 141 [| -— | 15 = 
[Palms West Hospital CTC  117| m | 8&8  Á |. 8 = 
St. Mary's Hospital. _ 44 | 30 
| North Palm Beach Subdistrict 118 


*"Other" includes ICU/CCU step-down units. 


Historical 


The District IX Health Council has continued the 15-year tradition 
of maintaining hospital utilization data as established by the prede- 
cessor organization of the health systems agency. At the present time, 
monthly utilization reports are submitted by each hospital and appropri- 
ate calculations are made. 


Table III indicates the growth pattern of licensed beds in the area. 
From 1970 to 1984, the number of acute care beds increased 117% 
and in the past four years, District IX has seen the approval of over 
1350 beds. 


TABLE III 
HOSPITAL BEDS 
1970--1984 
Year Available ** 
1970 1,794 
1971 1,832 
1972 2,018 
1973 2,124 
1974 2,329 
1975 2,519 
1976 2,663 
1977 2,771 2,711 
1978 2,833 
1979 2,991 
3,202 
1981 3,339 3,254 
1982 3,479 
1983 3,771 
1984 3,936 3,849 
*Licensed: Number of beds licensed 
by the State. 
**Available: Number of beds opened, 
staffed and available 
for occupancy. 


Figures 1 and 2 depict the District trend over the past fourteen years. 
Patient days had shown a steady increase until 1984 while the licensed 
bed occupancy rates have been variable. However, the 1984 licensed 
bed occupancy rate indicates a sharp decrease. 
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Figure 3 shows occupancy rates by major service category from 1980 
through 1984. From 1983 to 1984, the licensed bed occupancy rates 
in each individual service category have declined. The most significant 
decline has occurred in the medical/surgical category. 


Figure 3: DISTRICT IX UTILIZATION 
BY SERVICE CATEGORY 1980-1984 
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In 1984, the five county service area experienced an approximate 
1.4% increase in general acute care hospital beds. A growth of 
67 beds was experienced in the Indian River Subdistrict (53--Indian 
River Memorial Hospital and 14--Нитапа Hospital Sebastian). 
Some of the bed growth was due to new beds opening and some 
of the growth was due to the re-licensing of beds. In Palm Beach 
County, J. F. Kennedy Memorial Hospital experienced changes 
in its bed complements due to the initiation of a psychiatric unit 
and it is now up to its total of 333 licensed acute care beds after 
utilizing 12 of those beds for psychiatric purposes during 1984. 


The eighteen acute care hospitals averaged a licensed bed occupancy 
rate of 65.8% in 1984. In 1983, the licensed bed occupancy rate 
was 73.7%, significantly higher than in 1984. These acute care 
hospitals provided 942,827 patient days of care in 1984 compared 


to 1,004,684 patient days of care іп 1983. As illustrated in Figure 
4, most of the occupancy rates were similar by subdistrict, though 
the South Palm Beach Subdistrict experienced the highest rate 
(69.9%). Okeechobee Subdistrict experienced the lowest rate 
(62.9%). 


The Average Length of Stay (ALOS) within the District fell from 
6.9 days in 1983 to 6.2 days in 1984. The South Palm Beach Sub- 
district continues to have the longest ALOS in 1984 (6.8 days) 
and the North Palm Beach Subdistrict continues to have the short- 
est (5.7 days). Declining lengths of stay were noted beginning 


in October, 1983 for most hospitals and continued throughout 
1984. 


Figure 4: 1984 OVERALL LICENSED BED 
OCCUPANCY RATES BY SUBDISTRICT 
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HOSPITAL UTILIZATION IN DISTRICT ІХ - 1984 ANNUAL 


SUMMARY DATA** 


Піс. Bed Average 
| Beds Patient Occupan-|Number of |Length E.R. Number of 
AREA | Lic. Avail. |Days cy Rate |Admissions |оҒ Stay Visits Births 
| 


Indian River Memorial Hospital ' 20,703 
Humana Hospital Sebastian [117 | 120%) 20,822 | 074 | 3175 | 665 | 5,519 88 
Indian River County Subdistrict 950 — | 
Martin Memorial Hospital | 310 (| 298 | 73,907 | 65.1 | 12,300 | 60 | 27,534 | 878 
Lawnwood Medical Center 25,326 1,451 
Port St. Lucie Medical Center Eee 44.9 8,755 0 
| Martin/St. Lucie Subdistrict 673 63.7 6.2 61,615 2,329 
| Н. H. Rauierson, Jr. Memorial Hosp. 62.9 6.3 11,188 47 
[`` Okeechobee Subdistrict ш 10) Aa] 307 ез | ы ЕНЕ ТАНИ 
Bethesda Memorial Hospital 2,474 
Boca Raton Community Hospital | 39. | 390 | 114,142 | 792 | 17171 | 6.6 | 30,631 | 0 
Delray Community Hospital | 160 | 160 | 40,427 | 69.0 | 5,898 | 69 | 13812 | 0 
Doctors Hospital 7.4 0 
J.F. Kennedy Memorial Hospital 5 | 28935 | ( 
Wellington Medical Center не N O. PENE В------------|------------1----------- 
West Васа Raten Medical Center e e НОРЕН Ес ш с=т 
| South Palm Beach Subdistrict [1,425 | | 366,801 | 69.9 | 55097 | 6.8 [115,149 | 2,47% | 
Humana Hospital Palm Beaches | 162 | 162 | 45622 | 769 | 5680 | 80 | 7895 | 0 
Everglades Memorial Hospital 842 
Glades General Hospital 6 
Good Samaritan Hospital 53.5 2,284 
Palm Beach Gardens Medical Center 204 908 
Palm Beach/Martin Co. Med. Ctr. 156 U 0 
Palm Coast Community Hospital — |---------- Bene ETE О.Р. ЕМЕ [Буе] теннистен Ieee 
St. Mary's Hospital ига A A A e ништа 353 
| North Palm Beach Subdistrict 1,267 7,355 | 
| DISTRICT IX TOTAL i35 | 


Please Note: Due to a varying definition and accounting of transfer admissions by each hospital, the Average Length of Stay (ALOS) 
may not be comparable in all cases. 

Rounding Error: Numbers have been rounded upward to the nearest tenth when appropriate (.05 or above). 

*Average Number of Beds. 

**Approved facilities not under construction are not included. 

See Appendix B for explanation of notes 1-7. (Revised 316/85) 
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Medical/Surgical Utilization 


In 1984, approximately 85% of all acute care inpatient days provid- 
ed to District IX consumers were in the medical/surgical category. 
In 1983, the medical/surgical licensed bed occupancy rate for 
3,204 beds was 76.3%. In 1984, with 3,260 medical/surgical beds, 
the licensed bed occupancy rate was 67.3%. In 1984, the South 
Palm Beach Subdistrict had the highest occupancy rate (70.4%) 
and the Martin/St. Lucie Subdistrict had the lowest (63.8%). The 
South Palm Beach Subdistrict and the Okeechobee Subdistrict 
had the shortest length of stay (5.9 days) and the Indian River 
Subdistrict had the longest length of stay (6.6 days) In 1983, 
the shortest subdistrict length of stay was 6.5 days. 


Figure 5: 1984 MEDICAL/SURGICAL 
OCCUPANCY RATES BY SUBDISTRICT 
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TABLE V 
HOSPITAL UTILIZATION IN DISTRICT IX - 1984 ANNUAL 


MEDICAL/SURGICAL 
Lic. Bed Average 
i | Beds Patient Occupancy | Number of | |Length 
AREA Licensed Days Rate Admissions |of Sta 
Indian River Memorial Hospital " 6.8 
Humana Hospital Sebastian A 
Indian River County Subdistrict 6-6 
Martin Memorial Hospital [262 | 250 | 6,27 | 660 | 10736 | 5.9 
Lawnwood Medical Center 8,138 [255.1 СУТТИ ЕСУ? 
Port St. Lucie Medical Center 22,094 7.2 
| Martin/St. Lucie Subdistrict 6.0 | 
| Н.Н. Raulerson, Jr. Memorial Hosp. 5.9 
Okeechobee Subdistrict 5.9 
Bethesda Memorial Hospital 4, 
Boca Raton Community Hospital |жж | 356 | 103,528 а | 16.613 | 6.2 
36,458 [687 | — 5023 | 
Doctors Hospital 188 | 188 | 96 oe} BODL 6 
о a) 09 f 
Wellington Medical Center | LN. TE ЕРЕН ee dE 
(West Boca Raton Medical Center ulanan O P EN E Daa 
[Sou Palm Beach Subdistrict 59 | 
Humana Hospital Palm Beaches 152 152 42,797 76.9 6,080 7.0 
5.2 
7.4 
Good Samaritan Hospital 5.5 
Palm Beach Gardens Medical Center ” 34,817 4.6 
Palm Beach/Martin Co. Med. Ctr. L 14]. ] 30.022 8 
Palm Coast Community Hospital а 0 МОРЕМ Е Do nn 
St. Mary's Hospital 260 | 260 | 72,531 7.2 
North Palm Beach Subdistrict | 1,029 | 981 | 249,553 66.3 6.1 | 
| DISTRICT IX TOTAL 798,370 67.3 6.0 | 
| ^ These hospitals report "Other Monitored & Intermediate Care" Beds (ICU Step-down Unit). For our purposes, 
we have Combined these figures with Medical/Surgical. 
*Average Number of Beds. 


Obstetrical Utilization 


Overall, District IX had six additional obstetrical beds in 1984 
due to the initiation of obstetrical services at Humana Hospital 
Sebastian in Indian River County. The obstetrical occupancy 
rate for District IX went from 70.6% in 1983 to 68.5% in 1984. 
The number of births from 1983-1984 increased approximately 
7.4% and the District-wide length of stay remained at 2.8 days. 


Bethesda Memorial Hospital is the only existing hospital in the 
South Palm Beach Subdistrict that provides Obstetrical care (18 
beds). In 1983, their licensed bed occupancy rate was 114.1% 
and in 1984, it rose to 117.5%. Fifteen Obstetrical beds have 
been approved for the West Boca Raton Medical Center and these 
beds will eventually alleviate this shortage in the South Palm 
Beach Subdistrict. In addition, the Humana Women's Hospital, 
dependent upon its final legal status, would contribute 40 obstetri- 
cal beds to the total. 


In the North Palm Beach Subdistrict, the Palms West Hospital 
has been initially approved for eight obstetrical beds with four 
hospitals challenging this approval. St. Mary's Hospital, in early 
1985, converted an addtional twenty-seven beds for obstetrical 
patients. 


It can be noted that Good Samaritan and St. Mary's Hospitals 
provided the only Obstetrical tertiary care in District IX through 
their Level III Neonatal Intensive Care Units. In 1984, St. Mary's 
reported an 85.9% occupancy rate with 283 admissions in its 18-bed 
neonatal ICU unit. 


Figure 6: OBSTETRICAL OCCUPANCY 
RATES BY SUBDISTRICT -1984 
Percent 
Occupancy 
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TABLE VI 
HOSPITAL UTILIZATION IN DISTRICT IX - 1984 ANNUAL 


OBSTETRICAL 


| Lic. Bed Average 
Beds Patient ‘| Occupancy | Number of  |Length 
AREA | Licensed Available Days Rate Admissions of Sta 


БЕСТІ Шш 1,428 
BENI | 
15% | 
ae | 


Meum 
St. Mary's Hospital | Г 
| North Palm Beach Subdistrict 87 
[DISTRICT IX TOTAL 12,880 
| ¿Average Number of Beds. 
‘See Appendix iB 
É See Appendix B 


Indian River Memorial Hospital 21 3.8 
Humana Hospital Sebastian — атша — 116 [ДИЛ 
| Indian River County Subdistrict 5,901 1,544 3.8 
Martin Memorial Hospital 1,074 2.5 
Lawnwood Medical Center MEE | 20 [| 4,987 1,981 2.5 
Port St. Lucie Medical Center ЕЕС СЕС = 
| Martin/St. Lucie Subdistrict 2.5 | 
| HL H. Raulerson; Jr. Memorial Hosp.” | 8 | 8 — [ a 8B 
| — Okeechobee Subdistrict [3 | 83 [0 | 33 | 348 — 1X6 —] 
Bethesda Memorial Hospital | м иЗ | 175 | 308 125 
Boca Raton Community Hospital са ри ра рани | — == 
Delray Community Hospital lo -- | | 
Doctors Hospital ee. 0, 002002 
J.F. Kennedy Memorial Hospital | o I gb: 
Wellington Medical Center КЫ a grupo c o ec | 
West Boca Raton Medical Center| LE LUNOPRENEBzee E 
[- South Palm Beach Subdistrict [18 ув | 173 — | 3,058 — [25 | 
Humana Hospital Palm Beaches 0 0 -- = -- -- 
Everglades Memorial Hospital тес мин 2.8 
Glades General Hospital A = 2,2 
Good Samaritan Hospital 3.0 
Palm Beach Gardens Medical Center | Loo 133 
Palm Beach/Martin Co. Med. Ctr. ee КЕР 
i i НИНЕ кнкен 
| 
| 


Pediatric Utilization 


District IX experienced a decrease of two pediatric beds in 1984. 
J. F. Kennedy Memorial Hospital increased their pediatric licensed 
bed capacity from 16 beds to 20 beds while Glades General decreas- 
ed their beds from 22 to 16. The pediatric licensed bed occupancy 
rate in District IX fell from 43.9% in 1983 to 39.4% in 1984. 
The average length of stay went down from 3.8 days to 3.7 days. 


It should be noted that H. H. Raulerson, Jr. Memorial Hospital 
in Okeechobee County had only two pediatric beds. Іп 1984, their 
licensed bed occupancy rate was 131.396, down from 221.096 in 
1983. 


Figure 7: 1984 PEDIATRIC OCCUPANCY RATES 
BY SUBDISTRICT 
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TABLE VII 


HOSPITAL UTILIZATION IN DISTRICT IX - 1984 ANNUAL 


AREA 
Indian River Memorial Hospital 
Humana Hospital Sebastian 
Indian River County Subdistrict 
` Martin Memorial Hospital 
Lawnwood Medical Center 
Port St. Lucie Medical Center 
| Martin/St. Lucie Subdistrict 
| H. H. Raulerson, Jr. Memorial Hosp. 
| Okeechobee Subdistrict 
Bethesda Memorial Hospital 
Boca Raton Community Hospital 
Delray Community Hospital 
Doctors Hospital 
J.F. Kennedy: Memorial Hospital 
Wellington Medical Center 
West Boca Raton Medical Center. 
| South Palm Beach Subdistrict 
Humana Hospital Palm Beaches 
Everglades Memorial Hospital 
Glades General Hospital 
Good Samaritan Hospital 
Palm Beach Gardens Medical Center 
Palm Beach/Martin Co. Med. Ctr. 
Palm Coast Community Hospital 
St. Mary's Hospital | 
| North Palm Beach Subdistrict 
| DISTRICT IX TOTAL 
| 


*Average Number of Beds. 


PEDIATRICS 
Lic. Bed Average 
Beds Patient Occupancy | Number of Length 
Licensed Days Rate Admissions Jof Sta 
| 20 | 25 | 2300 | 342 | 604 | 8 
quM M NIU CA AO | МҚ 
[2 | 2€» | 3902 — | 32 | ЖЕН ЕТ: 
$71 I —LHI | 
| 28 | 28 : | 1,801 [3.3 | 
33] 
__2_ | ^2 | Æ | 3-5 | 
| 
MEC NAN hae р сва ae МЕС 
2,721 . 5.4 
| ------------------------}|U NO PE N Ẹ er REIS 
іт МОРЕ МЇ 2222245222222 
#0 | 
0 0 -- -- -- -- 
а Le 
гне 1]. — 50 1 52 
[45 | dot dd 
18 118 | ыы | 2139 2.4 
A ee ERN. ee ee ee ee [= 
es ИЕ HL NO BEN FE Dee 
209 | 


ICU/CCU Utilization 


In 1984, District IX experienced a decrease of five ICU/CCU 
beds. Humana Hospital Sebastian decreased its ICU/CCU unit 
from 12 beds to 8 beds and J. F. Kennedy Memorial Hospital 
decreased its unit by one bed, from 22 ICU/CCU beds to 21 ICU/- 
CCU beds. The ICU/CCU licensed bed occupancy rate declined 
from 69.996 in 1983 to 66.396 in 1984. The length of stay dropped 
from 3.6 days to 3.5 days. 


The Okeechobee Subdistrict, with seven ICU/CCU beds, had the 
highest occupancy rate (77.6%) and the North Palm Beach Subdis- 
trict had the lowest (63.796). 


Figure 8: ICU/CCU AND OTHER OCCUPANCY 
RATES BY SUBDISTRICT - 1984 
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TABLE VIII 
HOSPITAL UTILIZATION IN DISTRICT IX - 1984 ANNUAL 


ICU/CCU & OTHER 


Lic. Bed 
Deds Patient Occupancy 
AREA Days Rate 
| 64.2 
| 


Indian River Memorial Hospital 0 


Humana Hospital Sebastian A И | 597 | un 

Indian River County Subdistrict |  L&65 | 40 
Martin Memorial Hospital | €. | 
Lawnwood Medical Center | | L407 | 
БЕТТЕН 


Port St. Lucie Medical Center 
Martin/St. Lucie Subdistrict 

H. H. Raulerson, Jr. Memorial Hosp. 
Okeechobee Subdistrict 

Bethesda Memorial Hospital 

Boca Raton Community Hospital 


| 36 | 
|. 35 | 
Delray Community Hospital | | 15 — | 
ЕТІ 
2 | 
cec 
ees 


Doctors Hospital 

J.F. Kennedy: Memorial Hospital 

Wellington Medical Center 

West Boca Raton Medical Center _ 
| South Palm Beach Subdistrict 

Humana Hospital Palm Beaches 


Glades General Hospital 

Good Samaritan Hospital 

Palm Beach Gardens Medical Center 
Palm Beach/Martin Co. Med. Ctr. 
Palm Coast Community Hospital 

St. Mary's Hospital 


| North Palm Beach Subdistrict 20,991 63.7 — 6,616 3.2 
| DISTRICT IX TOTAL 295 71,810 | 663 8,998 й 


| *Average Number of Beds. 
* Included in Medical/Surgical. 


| 


Ojo Wa | H— JNO o н 


Average 
Number of Length 
of Sta 


Surgical Procedures 


In January of 1984, the District IX Health Council began collecting 
data on the number of surgical procedures performed in area 
hospitals. Beginning in January of 1985, surgical operations, rather 
than surgical procedures, will be reported. However, further 
deliniation as to what defines a surgical operation is presently 
being discussed at the State level and follow-up on this point 
is necessary. 


In District IX, a total of 79,945 surgical procedures were performed 
in 1984. Twenty-two percent of the total procedures were outpa- 
tient procedures. 


TABLE IX 
HOSPITAL UTILIZATION IN DISTRICT IX 


1984 ANNUAL 
SURGICAL PROCEDURES 


Area Outpatient | 
Indian River Memorial Hospital 5.808 1,619 
535 | | 
Indian River County Subdistrict 6.60 | 
| Martin Memorial Hospital | 5,967 2,265 | 
738 | 
Port St. Lucie Medical Center 495 
Martin/St. Lucie Subdistrict 11,326 3,498 | 
H. H. Raulerson, Jr. Memorial Hospital 227 | 
1,256 227 
Bethesda Memorial Hospital ` 1,526 
2.125 
3 
Doctors Hospital 5 


-J.F. Kennedy Memorial Hospital 


Wellington Medical Center : 


West Boca Raton Medical Center 
| South Palm Beach Subdistrict 
Humana Hospital Palm Beaches | 


6 
26 
4 
69 
es MOT A =-сссенене 
1,560 | 
North Palm Beach Subdistrict 5,414 | 
DISTRICT IX TOTAL 62,220 YE | 
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Medicare 


In 1984, 58.8% of all patient days in District IX were Medicare. 
The average length of stay dropped from 1982-1983 from 9.0 
days to 8.9 days and in 1984, decreased to 8.0 days. 


Good Samaritan Hospital formally entered the Medicare Program 
in June, 1984. Prior to June, Good Samaritan Hospital reported 
patients 65 years of age and over as a Medicare estimate for 
data collection purposes. All of the hospitals in District IX now 
accept Medicare patients. 


Figure 9: 1984 MEDICARE PATIENT DAYS AS A 
PERCENTAGE OF TOTAL PATIENT DAYS WITHIN 
| ЕАСН SUBDISTRICT 
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Figure 10: 1984 TOTAL MEDICARE PATIENT DAYS PROVIDED ІМ 
DISTRICT IX — BY SUBDISTRICT 
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TABLE X 
HOSPITAL UTILIZATION IN DISTRICT IX - 1984 ANNUAL 


MEDICARE DATA 


| ~~ [Number [Number of 1(% of Total | Length of 
AREA | |Admissions |Patient Days |Patient Days Sta 


Indian River Memorial Hospital 7.5 
Humana Hospital Sebastian | 1722 | 13116 | 616! 7.6 
| Indian River County Subdistrict 7.5 
Martin Memorial Hospital | 597 | 44,181 | 598 | 7.5 
9.0 
Port St, Lucie Medical Center| 7,916 — [143802 | oi | 77 
| Martin/St. Lucie Subdistrict 8.0 
H. H.Raulerson, Jr. Memorial Hospital 7.4 
Okeechobee Subdistrict 7.4 
Bethesda Memorial Hospital 8.4 
8.8 
7.4 
8.6 
Wellington Medical Center eae 
West Boca Raton Medical Center икен 
South Palm Beach Subdistrict 


Everglades Memoria! Hospital 
Glades General Hospital 
Good Samaritan Hospital | 2,078 | 15,034 | 227 | 
Palm Beach Gardens Medical Center | 
Palm Beach/Martin County Medical Center | 2.558 | 


Palm Coast Community Hospital и 


| St. Mary's Hospital — — ^ 6,583 | 
North Palm Beach Subdistrict 


DISTRICT IX TOTAL 168 


f 
р 


] 
[ 
| 
| 


| 
| 
Humana Hospital Palm Beaches 3,872 34,705 | г ў 
| 


Medicaid 


In 1983 and in 1984, 3.2% of all patient days provided to District 
IX consumers were Medicaid. This compares with 2.7% in 1981 
and 1982. A total of 2,284 less Medicaid patient days were provid- 
ed to District IX consumers in 1984 than in 1983. The average 
length of stay dropped from 5.8 days in 1983 to 5.6 days in 1984. 
A few of the hospitals in District IX do not have Medicaid con- 
tracts and accept Medicaid patients on an emergency basis, only. 


The following hospitals provided the Medicaid care in District 
ІХ: 


TABLE ХІ 
PERCENT OF TOTAL MEDICAID PATIENT DAYS 
PROVIDED IN DISTRICT IX 
BY HOSPITAL--1983 AND 1984 


% of District 

AREA _ 
Indian River Memorial Hospital 

Humana Hospital Sebastian 


| Indian River County Subdistrict 
Martin Memorial Hospital . 


Lawnwood Medical Center 
Port St. Lucie Medical Center 


Martin/St. Lucie Subdistrict 
H. H. Raulerson, Jr. Memorial Hospital 
Okeechobee Subdistrict 


| 

| 
Bethesda Memorial Hospital 6.3 
Boca Raton Community Hospital 1.1 
Delray Community Hospital | Insig. Insig. 
Doctors Hospital 1.0 0.7 
J. F. Kennedy Memorial Hospital 4.7 
West Boca Raton Medical Center -- -- 

| | South Palm Beach Subdistrict 13.1 12.3 
Humana Hospital Palm Beaches 0.1 0.2 
Everglades Memorial Hospital 14.5 10.6 
Glades General Hospital 11:3 14.5 
Good Samaritan Hospital 0.2 0.5 
Palm Beach Gardens Medical Center 
Palm Beach/Martin County Medical Center 
St. Mary's Hospital 

| | North Palm Beach Subdistrict 


| DISTRICT IX TOTAL 100.096 100.096 
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Figure 11: 1984 MEDICAID PATIENT DAYS 
AS A PERCENTAGE OF TOTAL PATIENT 
DAYS WITHIN EACH SUBDISTRICT 
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: TABLE XII 
HOSPITAL UTILIZATION IN DISTRICT IX - 1984 ANNUAL 


MEDICAID DATA 


Number of |Number of 
AREA т -__ |Admissions |Patient Days‘ |Patient Days 
Indian River Memorial Hospital 
Humana Hospital Sebastian m | 02 
Indian River County Subdistrict | — 276 | nou | LI | 
Martin Memorial Hospital 
Port St, Lucie Medical Center DENN. Cc ER 
| Martin/St. Lucie Subdistrict 
H. H.Raulerson, Jr. Memorial Hospital 
Mee US 
Bethesda Memorial Hospital . 
Boca Raton Community Hospital ; 
Delray Community Hospital * - 
Doctors Hospital ooo _ | _ 223 | o5 O 
E 2... 
Wellington Medical Center apes N O P E M E Dese 
West Boca Raton Medical Center | d- U N O P ENNE D--------- 
South Palm Beach Subdistrict w aeo or 
Humana Hospital Palm Beaches 
Good Samaritan Hospital 
| Palm Beach Gardens Medical Center | ш | 53 | Ol | 
| Palm Beach/Martin County Medical Center | 3 | X 23 | 01 | 
| Palm Coast Community Hospital —— — |  --—----] 


--UNOPE 
St. Mary's Hospital — __ ____ LA | 88 | 
North Palm Beach Subdistrict .l 
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ТАВІЕ ХШ 
DISTRICT IX COMPARATIVE MEDICAID STATISTICS 
1983 - 1984 


| Percent of Total 
Admissions | Patient Da Patient Days ALOS 
AREA 1984 1983 | % Change| 1984 | 1983 |% Change| 1984 | 1983 1984 1983 


Indian River Memorial Hospital 267 424 | -37.0% 957| 1,993 -52.096 1.4 2.6 3.6 4.7 
Humana Hospital Sebastian 9 11 -18.296 44 75 -41.396 0.2 0.3 4.9 6.8 


Indian River County Subdistrict 4.8 
Martin Memorial Hospital 6.8 
Lawnwood Medical Center | 1215 | 1,159 | + 4.8% | 5,925| 5,660 | +4.7%| 9.7 | 79 | 49 | 49 
Port St. Lucie Medical Center ү = л = ас CO DER CONG AA = UNE 

| Martin/St. Lucie Subdistrict 7,698 | 397 | + 63% | 8013| &637 | 038] 64 | 56 | $1 | 54 
(ГВ. Н. Raulerson, Jr. Memorial Hospital 5.0 

Okeechobee Subdistrict -26.6% 5.0 
Bethesda Memorial Hospital - 8.0 : 5.1 
Boca Raton Community Hospital | 44 | 37 | +18.9% | 258| 340 | 9.2 
Delray Community Hospital 2.0 

307 23.6 
J. Е. Kennedy Memorial Hospital 152 19 -22.196 1315| 1,517 24 7.8 
West Boca Raton Medical Center. ЕЕ үе = 

[South Palm Beach Subdistrict 1 | 845 | L5X | A572| 4192 | 24x | 139 | L2 | &6 | $5 
Humana Hospital Palm Beaches 3 %33.3% 47 | 11.8 | 97 
Everglades Memorial Hospital 719 948 | -24.2% 164 e 4.9 
Glades General Hospital 419 | +13.4% 8.7 
Good Samaritan Hospital 154 4.2 
Palm Beach Gardens Medical Center 14 22 -36.4% 59 9.5 
Palm Beach/Martin County Medical Center | 3 | of - | 23] -- 
St. Mary's Hospital ins [CLE | 13288 7378] 53 

[- North Palm Beach Subdistrict [317 | 2,98 | 6.6% — [15,649 | 16.166 | 6.0 

[ DISTRICT iX TOTAL 5.8 
Please Note: Only those hospitals open for all of 1983 and 1984 are utilized in this comparison. 

I | | | I | | | i | | | | | | 


Indigent Patients 


In July, 1983, the Council began to request data on indigent | 
not covered by Medicaid. The difficulty of obtaining 2. 
has been noted and new data collection forms апа instructions 
were distributed to the hospitals for January, 1985 in an attempt 
to improve this reporting mechanism. The following hospitals 
reported charity data to this Council in 1984. 


TABLE ХІУ 
CHARITY PATIENTS: 1984 
|__Hill-Burton | Other than Hill-Burton 
Hospital Patient Days 
Martin Memorial Hospital 142 | 701 || 231 | 105 
| Bethesda Memorial Hospital |0 ^ | ^ 0 | 694 | 3,009 
Boca Raton Community Hospital | 0 |0 ^ [| 485 
a Community Hostal AS 655 
J. Е. Kennedy Memorial Hospital | 14 | 1,331 | 0 | 0 
Good Samaritan Hospital нек IO кекету кекеш кт; Эжен 1,706 
St. Mary's Hospital ре т 1 762 


Emergency Visits and Ambulatory Care 


The following table illustrates emeregency room visits and admit- 
tances along with ambulatory care visits by hospital for District 
IX. It should be noted that all triage patients have not been includ- 
ed in the total ER visits so the figures may be slightly low. 


б TABLE ХУ 
ER VISITS, ADMITTANCES AND OUTPATIENT VISITS 
1984 
a Number of Visits to 
Number Total ` Organized Outpatient 
ER Patients ER Departments 
Hospital Admitted Visits (Excluding ER Visits) 

Indian River Memorial Hospital 3,822 20,703 N/R 
1,335 5,519 1,406" 
27,534 2,265 

Lawnwood Medical Center 19,653 

Port St. Lucie Hospital 4,946 

H.H. Raulerson, Jr. Mem. Hosp. 1,672 11,188 5,579 

Bethesda Memorial Hospital 4,352 22,599 15,948 

Boca Raton Communith Hospital 28,568 

Delray Communith Hospital 8,896 

Doctors Hospital 19,172 5,620 

J.F. Kennedy Memorial Hospital 13,016 

Humana Hospital Paim Beaches 4,710 

Everglades Memorial Hospital 4,411 
N/R 
17,148 

Palm Beach Gardens Med. Ctr. 7,943 

Palm Beach/Martin Co. Med. Ctr. 15,573 

St. Mary's Hospital 32,604 | 
| TOTAL 188,286 | 


` December not reported 
October and November not reported 
“July, August, September and October not reported 
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Service Areas 


Based on the protocols for defining acute care general hospital subdistricts, 
District IX will have five (5) subdistricts: 


Indian River County 
Okeechobee County 
Martin/St. Lucie County 
Northern Palm Beach County 
Southern Palm Beach County 


SA o n 


Indian River and Okeechobee are rural subdistricts. Currently, there are two 
acute care hospitals in Indian River County (Indian River Memorial Hospital 
and Sebastian River Medical Center.) Н. H. Raulerson, Jr. Memorial Hospital 
is the only acute care facility presently in Okeechobee County. 


Effective June 30, 1983, Martin and St. Lucie Counties combined became a 
Metropolitan Statistical Area (MSA). With the opening of the Port St. Lucie 
Medical Center, there ‘are presently three hospitals servicing this subdistrict. 
Martin Memorial Hospital is located in Stuart and Lawnwood Medical Center 
is in Ft. Pierce. f 


The map in Figure 13 shows the location of all 23 acute care hospitals in Dist- 
rict IX. The service area of each existing facility is also indicated on the 
map. It is easily noted that almost all of the hospitals are situated along the 
coast where the majority of the population lies. 


The accompanying maps of Palm Beach County illustrate the subdistrict division. 
The two subdistricts are separated roughly at Southern Boulevard and the Loxa- 
hatchee Wild Life Refuge to the west. Population zones are noted on these 
maps, as well as census tracts for the Glades area. In 1980, the North Palm 
Beach Subdistrict had a population of 232,313 and the South Palm Beach Subdis- 
trict had a population of 344;500. 


Two problems encountered in the subdistricting of Palm Beach County for 
Long Term Care resurfaced in the planning for Acute Care Hospitals. First 
of all, the western portion of Palm Beach County around Lake Okeechobee 
should not be included with the coastal area. This very rural region has far 
different needs than the rest of Palm Beach County. This agricultural region 
has severe accessibility problems to the eastern portion of the County due 
to poor roadways and the lack of east-west transportation systems. However, 
the western area did not qualify for its own subdistrict and, therefore, has 
been included in the northern subdistrict. 


The second problem involves an area west of West Palm Beach. Once again, 
the original population zones created a problem in that Royal Palm Beach and 
Wellington have been split. Royal Palm Beach falls into the northern subdistrict’ 
while Wellington is included in the southern subdistrict. In fact, these municipal- 
ities are not only adjacent to each other, but also share a variety of services 
and facilities. | 


Most of the tables and charts within this plan have the hospitals grouped by 
subdistrict in order to facilitate subdistrict comparison. The 1980 Population 
by Subdistrict is included in Table ХХІ. 
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Figurel3: ACUTE CARE HOSPITALS ІМ DISTRICT IX 


LOCATION AND MAJOR SERVICE AREAS 
JUNE, 1984 
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State of Mid = а Be a Ды. 1% — 
19,746,324 — |11,195,600 | +14.9% |12,623,900 | %29.5% 


Unique Needs of District ІХ 


The acute hospital bed need in District IX is strongly affected by several 
factors in addition to and in conjunction with factors identified in the 
State Bed Need Methodology. These factors include a rapidly growing 
population with a very large elderly segment, tremendous seasonal fluctua- 
tion, and chronic disease and mortality rates that are higher than the Flor- 
ida and National averages. Patient flow in and out of District IX facilities 
is a significant issue, especially in hospitals adjacent to the district boun- 
daries. Each of these factors must be considered in the allocation of 
future acute care beds. 


The current acute care bed need methodology does not weigh these criteria 
heavily enough for District IX. Although the methodology may be correct 
for the State as a whole, it does not deal fairly with the crucial and unique 
needs of District IX. 


Population 


The projected growth in population in District IX during the 1980s is tremen- 
dous. From 1980 to 1990, the five county area should experience more 
than a 49% increase, while the State of Florida is projected to grow approx- 
imately 30%. Within each individual county, St. Lucie County is projected 
to have the largest percentage growth in District IX from 1980-1990 (+63.8%). 
In terms of actual numbers, Palm Beach County will gain the greatest 
number of new residents in District IX from 1980-1990. Table XVI details 
growth within counties utilizing the standard medium range projections. 


TABLE XVI 
PROJECTED POPULATION GROWTH - MEDIUM. 
1980-1985 1980-1990 


Count __| Estimates | Projections | 1980-85 | Projections| 1980-1990 
Indian_River +26.6% +54.3% 
Martin 
Okeechobee 
Palm Beach 


St. Lucie | 87,182 | 115,600 _ 142,800 
| District IX 


__|_ 808,219 | 1,004,300 _ 1,205,100 | +49.1% 


_ Florida 


Source: University of Florida, Bureau of Economic and Business Research, 
Bulletin 68, April 1984; 1980 Census. 
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Table XVII details the high range projections since there is а possibility 
that even more rapid growth may occur during this time frame. 


TABLE XVII 
PROJECTED POPULATION GROWTH - HIGH 
1980-1985 1980-1990 


Count Estimates | Projections | 1980-85 | Projections} 1980-1990 
Indian River +72.8% 
Martin 
Okeechobee 157.9% 
Palm Beach 
St. Lucie _ +77.0% 

_ 


"District IX | 808,219 | 1,048,300 _ 729. 7% | 1,310,500 | +62.1% 


State of 
Florida 9,746,324 111,422,100 +17.2% 13,097,800 | +34.4% 


Source: University ‘of Florida, Bureau of Economic and Business Research, | 
Bulletin 68, April 1984; 1980 Census. 


Table XVIII illustrates the growth of individual counties as a percentage 
of the total District growth from 1980-1990. 


TABLE XVIII 
PROJECTED POPULATION GROWTH BY COUNTY OF 
- TOTAL DISTRICT GROWTH, 1980-1990 


High 
Count % Change 
“ Indian River 8.7% 
Martin 
Okeechobee 
Palm Beach 85.9% 
St. Lucie ө 13458 
| District IX 100.096 


Source: University of Florida, т of Economic апа Business Research, 
Bulletin 68, April 1984; 1980 Census. 


-33- 


Florida Administrative Code Rule Chapter Nos.: 27e = 2.01 E 
.04, Data Standardization for Planning and Budgeting stipulates 
that all State agencies will use the same data in the preparation 
of plans, budgets, policies and forecasts. The latest information 
at the time of publication for the 1990 five year acute care ріап- 
ning methodology horizon is as follows in Table XIX. 


TABLE XIX 
DISTRICT IX: FLORIDA POPULATION ESTIMATES AND PROJECTIONS 
JANUARY 1, 1990 BY AGE, RACE AND SEX 
(EXECUTIVE OFFICE OF THE GOVERNOR) 
AS OF DECEMBER 1, 1984 


Total Total 


Female 


Population Population Total Total Population 
Total Ages 0 to Ages 0 to Population Population Ages 15 to 
County Population 14 64 Ages 65+ Ages 75+ 


Indian River 
Martin 


100,020 
Palm Beach 
District ІХ 1,196,191 


Figure 16 graphically depicts the projected medium range growth 
for each county in District IX. 


1 


Figure 16 
DISTRICT IX MEDIUM POPULATION PROJECTIONS BY COUNTY 
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Table XX gives estimates of the 1984 population as well as 
percent increase since the 1980 Census. 
District IX has seen a 20% increase in population. 


TABLE xXx 
DISTRICT IX 1984 POPULATION ESTIMATES 


__ 1984 _ _ 


| AREA Cis 19845 1980 Census | 
| Indian River Subdistrict 74,162 o| 323.86 | 
Martin Count 77,519 +21.1% 0 
| St. Lucie County _ 111,165 +27.5% | 
| Martin/St. Lucie Subdistrict __ 188,684 O +24.8% _ | 
| Okeechobee Subdistrict +17.8% | 
| North Palm Beach Subdistrict | NA | 
| South Palm Beach Subdistrict N/A / | 
| Palm Beach County Total 682,638 +18.4% | 
| District IX 969,362 +20.0% | 
Source: University of Florida, Bureau of Economic & Business Research, Bulletin 


| 96 Change Since 


the 


In the past four years, 


A 9 37 II 


The elderly population in District IX will have 
22.2% of the total population in 1980 to 27.4% by 1990. 


ally, 


increased from 
Tradition- 


Martin and Palm Beach Counties have had the largest percen- 


tage of elderly residents and this trend will continue indefinitely. 
Table ХХІ indicates the age breakdown by acute care subdistrict 


within District IX. The elderly 
has a much higher hospitalization rate and length of stay 
the population as a_ whole. Because of the 
segment of elderly residents in District ІХ, 
placed under additional strain. 


segment of any population naturally 


than 


increasingly large 
area hospitals are 


TABLE ХХІ 
DISTRICT IX AGE BREAKDOWN 
1980 CENSUS 


eT 


15-44 
0-64 65+ 0-14 


Area | Females 


| Indian River Subdistrict ^ ^| 47,716 | 12,180 | 10,812 | 10,846 | 
Martin Count 48,360 15,654 10,517 
72,385 | 14,797 | 18,846 | 17,289 


| Martin/St. Lucie Subdistrict | 120,745 | 30,451 | 29,363 | 28,947 | 


[ Okeechobee Subdistrict | 17,813 | 2,451 | 4,133 
North P.B. Co. Subdistrict* | 190,749 41,564 N/A 


___ Palm Beach Total 
District IX 


| 
| 
| 


Subtotal 
59,896 | 
64,014 
87,182 
151,196 
20,264 
232,313 


South Р.В. Co. Subdistrict* | 251,612 | 92,888 М/А М/А | 344,500 
|:442,411 | 134,452 | 98,328 108,357 | 576,863 
628,685 | 179,534 | 143,649 | 151,668 | 808,219 


*These figures represent 50 less individuals than in the originalcensus data due 


to Janua 1983 revision. 


-35- 


TABLE ХХП 
1983 TOURISM FIGURES 


с > Te Гане | таш do % % of 
County Air Auto Total District 


Palm Beach 
Indian River 
Martin 
St. Lucie 9.7967 
_ Okeechobee = 3.2% 
| District ІХ — 1811607 | 


*Martin/St. Lucie Total = 18.996 
Definition: All non-Florida residents who stay in Florida more than one night (in- 
cludes snowbirds). These figures do not include international travel. 
Source: Division of Tourism, Department of Commerce, Tallahassee. At the time. 
of publication, the Division of Tourism had not yet compiled the 1984 = 
figures. 
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Figure 17: SEASONAL FLUCTUATION OF HOSPITAL UTILIZATION 
DISTRICT IX 
1984 
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Patient Origin 


In 1980, the zip codes of discharged patients from hospitals within the five county 
area were tabulated. Based on this survey, patient flow from one subdistrict to 
another and patient flow from outside the District can be noted. It is obvious 
that hospitals which provide care to patients from other areas have additional bur- 


dens placed upon them. This fact must be taken into account when additional bed 
need is determined and allocated. 


Table XXIII indicates the percentage of patients discharged from hospitals by the 
county of residence. The "Outside District" column is of particular interest. At 
Sebastian River Medical Center, located in northern Indian River County, over 
30% of patients were from outside the District. At the southern end of Palm Beach 
County, Boca Raton Community Hospital received 26.5% of its patients from outside 
the District. Hence, facilities located near district boundaries can always be expect- 
ed to receive a large number of patients from the neighboring district. This is 
yet another factor that must be considered when bed need is calculated. 


TABLE. ХХШ 


DISTRICT IX 


PATIENT ORIGIN — BY COUNTY 
FEBRUARY AND AUGUST, 1980 


Palm Indian Okee- |St. 
Beach ¡River |Магтіп |chobee |Lucie |Outside|Un- 
Area ` County |County |County |County |County |Districtiknown 


Indian River Memorial Hospital | -- | 78.8% | 0.1% | 3.2% | 15.096 | 1.896 | 2.1% 
Sebastian River Medical Center | -- | 68.5%] -- | 0.5%] 0.7% | 30.3%] -- 

Indian River Subdistrict | | — 1 76.8% | * | 2.6% | 11.2% | 7.7% | 1.7% |, 
Martin Memorial Hospital | = | 
Lawnwood Medical Center | 0.296 | 1.996 | 1.0% | 5.096 | 89.9% | 2.0% | -- | 

| Martin/St. Lucie Subdistrict Z] | 

(| Н.Н. Raulerson, Jr. Memorial Hospital -- | 

| Okeechobee Subdistrict X adul 
Bethesda Memorial Hospital | 94.0%] -- | - | - | - | 2.8%] 3.2% 

| Boca Raton Community Hospital — ^ ^ ^ | 72.2% | -- | 0.19€ | - | -- [26.5%] 1.2% 

| Doctors Hospital__________________[ 92.2%] -- | -- | 0.I%| — | 3.59 | 4.2% 

| 2-2. Kennedy Memorial Hospital — ^ ^ ^ [97.599 | — | -- | 0.399 | --: | 2.296 | 0.0% 

outh Palm Beach Subdistrict | 83.4%] — | > | * |- | 9.5%] 2.1% 

Community Hospital of the Palm Beaches | 94.9% | -- | 1.2% | -- -- 1.8% | 2.196 

| Everglades Memorial Hospital — ^ | 85.3% | — | 1.196 | 0.996 | -- | 5.396 | 7.936 
Glades General Hospital | 88.596 | -- | -- | 0.2% | - | 4.1% | 7.2% 
Good Samaritan Hospital | 94.396 |  * | 0.896 | 0.796 | 0.4% | 3.596 | 0.3% 

N/A 
St. Mary's Hospital эво 1.5% [1.0% 14% | 19% | 0:236 

| North Palm Beach Subdistrict [92.1%] * | 2.1% | 0.796 | 0.7% | 3.0% | 1.4% 
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System Characteristics 


Throughout this plan component, certain characteristics have been touched 
upon to describe the extent to which the acute care system meets the 
needs of the community. These are: (1) Availability; (2) Accessibility; 
(3) Cost; (4) Continuity; (5) Quality; and (6) Acceptability. This section 
will be developed in the next revision of the District IX Health Plan. 
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OVERVIEW 


Step One: 


Step Two: 


Step Three: 


Step Four: 


DISTRICT ІХ ALLOCATION METHODOLOGY 


3 beds/1,000 for those under 65 years. of age, projected five years into 
the future utilizing HRS population projections. 


the number of beds needed for the elderly projected five years into the 
future, determined by the utilization rate of the most current calendar 


year. 


the number of beds from net flow of elderly (net non-resident patient 


days minus outflow to other districts plus inflow from other districts 
AS DETERMINED BY HRS). 


add the totals from Steps One, Two and Three and scale down first 
to HRS total District IX allocation and then to each individual subdis- 
trict based upon the percentage of allocation need. 


Allocation Adjustment: Consideration should be given to applicants who can document 


RATIONALE: 


seasonal impact in the particular subdistrict and any other 
relevant updated information, including sub-county data, 
relating to Steps One through Four. 


With the advent of the Medicare prospective reimbursement system, there is literally 
no way to estimate the magnitude of impact that this reimbursement mechanism 
will have on hospital admissions, occupancy rates, and average lengths of stay. 

Therefore, relying upon the national standard of 4 beds/1,000 population was not 
adequate. There is a need for an indicator based solely on utilization for the elderly. 
Since the reimbursement mechanism for non-Medicare patients has not changed, 
a resource based methodology has been utilized for this population group. 


| Okeechobee Subdistrict 20,790 | 3,221 24011 | 
| *North Palm Beach Subdistrict] 223,570 52,715 277,798 


| *South Palm Beach Subdistrict 


TABLE XXIV 
STATE ESTIMATED POPULATION 
FOR DISTRICT IX BY AGE GROUP 


JULY 1, 1984 
AREA Totals 
Indian River Subdistrict 297,913 16,236 73,747 
Martin Count 58,986 20,300 79,285 
St. Lucie County 91,715 20,497 112,210 


| Martin/St. Lucie Subdistrict | 150,701 40,797 191,495 | 


Palm Beach County 


District IX 747,729 230,854 | 
*Estimate 
Source: State Data, Tallahassee, 12/1/84 
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ALLOCATION METHODOLOGY APPLIED FOR 1989 


Step One: Allocate 3 beds/1000 for those residents under 65 years of age within 
each subdistrict according to HRS 1989 population projections. 
July 1, 1989 

1989 3.0/ 
Subdistrict Population under 65 1000 
Indian River 68,992 207 
Martin/St. Lucie 184,358 553 
Okeechobee 23,932 12 
North Palm Beach (43.1%) 262,179 787 
South Palm Beach (56.9%) 346,125 1,038 


Please Note: 
County Area Planning Board, 


According to 1980 Census Tract data as reported by the Palm Beach 
the North Palm Beach Subdistrict had 


40.3% of the total county population and South Palm Beach had the 


remaining 59.7%. 
43.1% of the county and South Palm Beach had 56.9%. 


Of the under 65 population, North Palm Beach had 
Of the over 


65 population, North Palm Beach had 30.9% of the population and 


South Palm Beach had 69.1%. 
we are forced to utilize these percentages. 


Due to the lack of subcounty data, 


Step Two: In order to get utilization rates for the 65 and over population, we need 
to subtract out the patient days delivered to the out-of-District residents 


and utilize the Medicare data as an estimate of patient days. 


% in 1980 of 1980 Percentage 
Patients Discharged Applied to 
from Outside 1984 1984 Patient Days 
Subdistrict District IX* Admissions 'ALOS Derived 
` Indian River 7.7 1,080 . 6.2 6,696 
Martin/St. Lucie 4.0 1,025 . 6.2 6,355 
Okeechobee | 8.0 297 6.3 1,871 
North Palm Beach 3.0 1,613 5.7 9,194 
South Palm Beach 9.5 5,139 6.8 34,945 


*1980 HPC Patient Origin Study 


In 1984, 58.8% of all patient days were Medicare Patient Days in District IX. If 
we use this District average and subtract that percentage of days deliverd to Medi- 
care patients out of the District from the Subdistrict's Medicare patient days, we 


get the following: 


A B 
# of Medicare 
а Days Total # of 1984 ere 
Delivered to Medicare Medicare uly 1, К " 
Cut-of-District Patient Days Use Rate у 4... _ 
Subdistrict Residents Delivered (В - А) Рег 1000 65% Populati 
Indian River 3,937 51,511 47,574 . 2,930 ee 
Martin/St. Lucie 3,737 89,232 85,495 2,096 ree 
Okeechobee 1,100 15,055 13,955 4,333 Pe 2 
NPB ` `5,406 149,259 143,85: 2,729 дыш 
5РВ ` 20,548 249,794 229,246 1,945 ye 
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1989 
Medicare 


— Patient Days 


61,999 
111,021 

17,601 
180,411 
287,541 


The total District ІХ allocation is 4,621 for 1989. Тһе 1989 HRS District population 
projection, for all ages,is 1,177,720. The overall use rate in District IX in 1984 
was: 


963 Patient Days = 942,827 (1984 total patient days) 
1000 978,578 (Latest DHRS 1984 population estimate) 


This gives us a projected total of 1,134,144 patient days in 1989. At this rate 4,621 
beds translates into a 67.2% occupancy rate. 


From this, we can determine how many beds will be needed for Medicare/65+ residents. 


1989 Beds Needed (.672)(365)= 245.28 
for Elderly at Above Med. Pt. Days/245.28 

Subdistrict Occupancy Rate 

Indian River 253 

Martin/St. Lucie 453 

Okeechobee 72 

NPB 736 

SPB 1,172 


Step Three: Іп 1989, according to HRS projections, the District net flow of elderly 
in and out of this District is -43,532. If we allocate these patient 
days by the percentage of elderly within each subdistrict of the total 
district, then: 


Patient Days Beds Subtracted 


Area 1989 % Elderly Derived From Totals 
Indian River S/D 7.2% -3,134 | -13 
Martin/St. Lucie S/D 18.1% -7,879 -32 
Okeechobee S/D 1.4% - 609 - 2 
NPB S/D 22.6% -9,838 -40 
SPB S/D 50.6% -22,027 -90 
District IX 99.9% XX 

~ (292,135) 


Step Four: First, add the totals from Steps, One, Two and Three. 


Step Step Step 
Subdistrict One Two Three Total 
Indian River 207 253 -13 447 
Martin/St. Lucie 553 453 -32 974 
Okeechobee 72 72 = 2 142 
NPB 787 736 -40 1,483 
SPB 1,038 1,172 -90 2,120 
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The District allocation from HRS is 4,621 апа the above total equals 5,166, therefore, 
we will adjust downward to the HRS allocation. 


Total % of % of State #of 
AREA Above District Allocation Beds 
Indian River 447 8.7% | 402 
Martin/St. Lucie 974 18.9% Same as 873 
Okeechobee 142 2.7% % of 125 
NPB 1,483 28.7% District 1,326 
SPB 2,120 41.0% | 1,895 
District ІХ 5,166 100.0% 4,621 


In order to stay within the limits of the HRS allocation, we must adjust gross need 
downward to net need so that existing and approved beds are taken into account. 
This does not negate the need within individual subdistricts regardless of the total 
District IX allocation. 


Existing and 


Subdistricts Approved Beds Gross Need A 

Indian River 410 402 - 8 

Martin/St. Lucie 811 873 * 62 

Okeechobee 101 125 * 24 

North Palm Beach 1,480 1,326 -154 

South Palm Beach 1,893 1,895 + 2 
4,695 


There is а total net need for District ІХ of -74 beds (4,621 - 4,695 - -74). Therefore, 
only the subdistricts that show a relative need for pede at this point, will be allocated 
beds under the relative net need adjustment. 


96 of 96 of Gross Need Applied 
Subdistricts Gross Need to Net Need (Beds) 


Indian River 
Martin/St. Lucie 
Okeechobee 
North Palm Beach 
South Palm Beach 


In addition, the above stated bed allocation methodology should not be construed 
as an "absolute" determination of bed need on a subdistrict by subdistrict basis for 
District IX. А Final Determination of bed need for this district can be made only 
upon full consideration of information and criteria contained in the following: (a) 
Applicable State laws, Rules, and Regulations and the State Health Plan, (b) District 
IX Board adopted Health Plan(s) to include supporting information relevant to a 
well informed CON decision's being made, (c) information contained in CON applica- 
tion as deemed complete by the Department of HRS, and (d) information presented 
at the public hearing, if requested, on the CON application. 
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PROGRAM POLICIES AND PRIORITIES 


In addition to the Acute Care Bed Need Methodology (Florida Administrative 
Code, Chapter 10-5-11(23)), District IX Health Council, Inc. has established 
the following policies and priorities which should be used concurrently 
in planning acute care hospital bed need and allocation. 


Program Policies 
Goals 


The number of acute care hospital beds in District IX should be maintained 
at not less than four (4) beds per 1000 population. 


Individual area hospitals should initiate a concerted effort to eliminate 


excess bed capacity in Obstetrics, Pediatrics, and ICU/CUU and to reallo- 
cate these underutilized beds to Medical/Surgical. 


Objectives 


The overall annual licensed bed occupancy rate for acute care general 
hospitals in District IX should equal 80%. 


The overall annual licensed bed occupancy rate for the following bed cate- 
gories should be as follows: 


Medical/Surgical 80% 
Obstetrical 75% 
Pedicatric 65% 
ICU/CCU, Monitored & i 

Intermediate Care 80% 
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Program Priorities (As defined by the following recommendations by Priority 
Ranking) 


I. A. The following subdistricts are identified for the purpose of allocat- 
ing acute care hospital beds: 
a. Indian River County 
b. Martin/St. Lucie County 
c. Okeechobee County 
d. Palm Beach County 
1. Northern Subdistrict (Includes Glades Area) 
2. Southern Subdistrict 


B. Glades Area: New applications in the Glades area should not 
be considered as competing applications with the Northern Subdis- 
trict of Palm Beach County. Consideration should be given to 


patient flow patterns from neighboring Hendry County into the 
Glades area. 


RATIONALE 


The Glades area is defined as that portion of Western Palm Beach County 
comprising population zone 099001. Currently, this area is included with 
the northern subdistrict of Palm Beach county because it does not qualify 
as a subdistrict of its own. However, it would not be practical nor fair 
to compare the very rural Glades region with the highly developed urban 
coastal regions. The poor east-west highways and basic lack of transporta- 
tion prohibits residents of the Glades area from utilizing services on the 
coast. Hence, their special needs should be addressed separately and dis- 
tinctly from northern Palm Beach County. Furthermore, because Hendry 
County and western Palm Beach county are adjacent and are both very 
rural and somewhat isolated from the coastal areas, their needs should 
be considered concurrently. Many residents in both Hendry and the Glades 
visit the other for a variety of services including health care. 


П. District ІХ Allocation Methodology: 


Step One: 3 beds/1000 for those under 65 years of age, projected 
five years into the future utilizing HRS population projec- 
tions. 


Step Two: the number of beds needed for the elderly projected five 
years into the future, determined by the utilization rate 
of the most current calendar year. 


Step Three: the number of beds from net flow of elderly (net non- 
resident patient days minus outflow to other districts 
plus inflow from other districts as DETERMINED BY 
HRS). 


Step Four: add the totals from Steps One, Two and Three and scale 
down first to HRS total District IX allocation and then 
to each individual subdistrict based upon the percentage 
of allocation need. 
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Allocation Adjustment: Consideration should be given to applicants 
who can document seasonal impact in the 
particular subdistrict and any other relevant 
updated information, including sub-county 
data, relating to Steps One through Four. 


Please Note: Refer to the "District IX Allocation Methodology" Section 
of this Plan, (Pages 40 through 43) for the numerical formulas. 


RATIONALE 


With the advent of the Medicare prospective reimbursement system, there 
is literally no way to estimate the magnitude of impact that this reim- 
bursement mechanism will have on hospital admissions, occupancy rates, 
and average lengths of stay. Therefore, relying upon the national standard 
of 4 beds/1000 population was not adequate. There is a need for an indicator 
based solely on utilization for the elderly. Since the reimbursement mechan- 
ism for non-Medicare patients has not changed, a resource based methodclo- 
gy has been utilized for this population group. 


Ш. A. Before needed beds, as determined by Rule 10-5.11(23), may be 
approved, applicants requesting additional acute care beds should 
demonstrate that certain occupancy thresholds have been achieved 
relative to medical/surgical, obstetric, pediatric and ICU/CCU 
beds. The average annual occupancy rate (most recent calendar 
year) in the applying facility and its corresponding subdistrict 
average, should equal or exceed the following levels (inclusive 
of CON approved beds): 


Medical/Surgical 80% , 
Obstetrical 75% 
Pediatric 65% 
ICU/CCU, Monitored & 

Intermediate Care 80% 


В. An individual area hospital should initiate а concerted effort 
to eliminate excess bed capacity in Obstetrics, Pediatrics, and 
ICU/CCU and to relocate these under-utilized beds to medical/surg- 
ical. This reallocation should occur if: 


—Obstetrical Occupany is less than 55%; 
—Pediatric Occupancy is less than 40%; 
—ICU/CCU Occupancy is less than 60%. 


This conversion should occur prior to adding additional beds except 
for unique situations or characteristics such as geographic hardships 
to patients in a service area. 


RATIONALE 


Under-utilized beds are expensive to the hospital and, ultimately, to the 
patient. Adding beds to an under-utilized hospital is not cost-efficient. 
Conversion of under-utilized beds not only saves money, but also provides 
space for needed services. Medical/Surgical beds are usually the type 
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of highest demand. Hence, Obstetrical and Pediatric beds, with traditionally low 
occupancy rates, should be converted to Medical/Surgical before new licensed beds 
are requested. 


IV. Priority shall be given to area hospitals which can show a commitment to 
or an historical record of service to Medicaid/Indigent, Handicapped, апа 
Underserved population groups. 


RATIONALE 


In 1984, 3.296 of all patient days in District IX hospitals were Medicaid. Іп 1983, 
twelve of the eighteen existing hospitals had less than 3.196 Medicaid patient days. 
However, the level of hospital participation is highly dependent upon existing refer- 
ral patterns and the total number of Medicaid/Indigent population within each 
hospital's service area. А hospital should not be penalized if it can document 
its commitment to the indigent population within its service area. This documenta- 
tion should be provided by each hospital reporting Medicaid/Indigent patient days 
on the Council's Monthly Hospital Utilization Reports and in their CON applications 
to the State of Florida, Department of HRS. In conjunction with this requirement 
to insure a more equitable participation in the programs for Medicaid/Indigent, 
Handicapped, and Underserved population groups, a monitoring system should be 
established to protect these acute care facilities and to strive for reimbursement 
of cost. 


V. Priority shall be given to those hospitals that make a concerted effort to 
expand their roles in respect to developing a quality EMS System for this 
region. Specifically, hospitals should be highly supportive of developing the 
following elements of a quality EMS System: 


1.  Categorization of hospitals to determine the level of care each can provide. 

2. Development of uniform treatment protocols to assure quality on-site 
and institutional care. ‘ 

3. Development of inter-hospital transfer agreements among hospitals in 
order to assure all citizens of equal access to specialty or more definitive 
care with minimum interruptions in service, regardless of ability to pay. 


RATIONALE 


Currently, all county EMS programs in District IX lack sufficient medical involve- 
ment and control to assure that all citizens within the region receive optimum 
continuity and uniform quality emergency care. 


It is essential that hospitals address the following EMS needs: 


I. Categorization of hospitals to determine the exact level of care each 
can provide and the categories of patients for whom each is most capable 
of providing quality emergency and definitive care. Certain hospitals 
should also be designated as Level III trauma centers. * 


*There are three levels of trauma centers as defined by the American College 
of Surgeons in the standards entitled "Hospital Resources for Optimal Care of 
the Injured Patient" and adopted into Florida Statutes. Level I is the highest level 
available, and is awarded to teaching hospitals only. Level II requires most of 
the same services available as Level I but allows for services to be promptly availa- 
ble and not necessarily on the hospital campus. Level Ш requires services above 
the.level of an excellent emergency room. 
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2. Тһе development of uniform treatment protocols to assure quality on-site 
and institutional care and to determine when and where patients should 
be transferred to receive a higher level of care. 


3. The development of inter-hospital transfer agreements which guarantee 
patient's access to specialty care, regardless of ability to pay. Transfers 
to specialty care centers must be assured with a minimum of interruptions 
and delays; i.e., quick transfers of patients with serious spinal injuries 
to a center which specializes in those injuries can mean the difference 
between full recovery or total disability for the remainder of a life span. 


VI. Priority shall be given to applicants who can document cost containment 
practices in their facilities. 


RATIONALE 


Cost containment practices, such as sharing services with other area hospitals 
enhances efficient resource utilization and helps to avoid duplication. 


ҮП. All District IX hospitals should participate in the Health Council's monthly 
utilization reporting system in a timely fashion. 


RATIONALE 


Current utilization statistics from all hospitals are essential to the making of 
well informed CON decisions in District IX. 
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АКК ЧА А 


Е y ACUTE CARE .BED NEED . 
я EFFECTIVE JUNE 8, 1983 


STATE OF FLORIDA 
DEPARTMENT OP HEALTH AND REHABILITATIVE SERVICES 
CHAPTER lo-5, FLORIDA ADMINISTRATIVE CODE 
PROCEDURES FOR THE ADMINISTRATION OF SECTIONS 
381.493-381.499, PLORIDA STATUTES, HEALTH 
FACILITIES AND HEALTE SERVICES PLANNING ACT 
"CRITERIA AGAINST WHICH APPLICATIONS WILL BE JUDGED" 
"ACUTE CARE BED NEED® 


10-5.11(23) Acute Care Bed Need. 

(a) Definitions. 

1. Departmental Service District. Departmental service district 
means one of the service districts established for the Department of Health 
and Rehabilitative Services in Chapter 20.19, Florida Statutes. 

2. State Health Planning Agency. State Health Planning Agency means 
the Office of Health Planning and Development within the Department of Health 
and Rehabilitative Services. 

3. Local Health Councils. Local Health Councils means the 
comprehensive local health councils established by Chapter 381.493, Florida 


. Statutes. 


4. Urban Area. Urban area means a county designated as D all or part 
of a Standard Metropolitan Statistical Area, as determined by the United 
States Bureau of the Census, and having 50,000 or more persons residing in one 
or more incorporated areas. 

5. Rural Area. Rural area means a county not designated as all or. 
part of a Standard Metropolitan Statistical Area, as determined by the United 


„States Bureau of the Census, or г county so designated but having fewer than 


50,000 persons residing in one or more incorporated areas. 

(b) Departmental Goal. The Department will consider applications 
for acute care hospital beds in context with all applicable statutory and rule `` 
criteria. The Department will not normally approve applications for new or ` 
additional acute care.hospital beds in any departmental service district if 
approve of an application would cause the number of beds in that district to 
exceed the number of beds calculated to be needed according to the methodology 
included in paragraphs (f), (4) and (h) below. А favorable Certificate of 
Need determination may be made when the criteria, other than bed need, as 
provided for in Chapter 381.494(6)(c), Florida Statutes, demonstrate need. An 
unfavorable Certificate of Need determination may be made when a calculated 
bed need exists but other criteria specified in Chapter 381. 494 (6). (c) , Florida .... 


Statutes, are not met. 


(c) Scope of Neec Methodology. The methodology included in 
paragraph (f) below addresses the need for general medical and surgical 
intensive care, pediatric and obstetrical acute care services in hospitals 
holdinc general licenses. Тһе determination of neec for comprehensive 
rehabilitation, psychiatric anc substance abuse services provided in hospitals 
holding general or specialty licenses is included in Chapter 10-5.11(24), 
(25), (26) and (277, Florida Administrative Code. 

(4) Acute Care Service Subdistrict Designation. Acute care service 
subdistrict designations shall be adopted, as necessary, by each Local Health 
Council as an element of its local health plan according to guidelines 
беузісгтей by the State Health Planning Agency. Designations will become 
е:Ғастіуе fer the purposes of this rule upon the filinc of the ‘adopted local 
health plan acute care subdistrictizz elements with the Secretary c£ State. 

(e) Subdistrict Bed Aliocezions. Subdistrict bed allocations by type 
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of service shall be made by the Local Health Councils consistent with the 
district total acute care bed allocation as determined by the methodology 
contained in paragraph (f) below, as well as any adjustments to the allocation 
as determined by the provisions of paragraphs (g) and (h) below. Such 
allocations shall also be consistent with the provisions of paragraph (i) and 
the requirements of Section 381.494(7) (b), Florida Statutes. | 
(f) Need Methodology. Тһе need for new or additional acute care beds 
will be calculated using the uniform methodology described below based on age 
cohort population projections for each district, statewide service-specific 
discharge rates, statewide service-specific lengths of stay, statewide 
service-specific occupancy standards and patient flow adjustments. The 
elements of this methodology were developed by the Florida Task Force on 
Institutional Needs (TFIN). The age cohort discharge rates and average 
lengths of stay are based upon a statewide hospital utilization study 
conducted by the State Health Planning Agency. Periodic updating of the 
statewide discharge rates, average lengths of stay and patient flow factors 
will be done as data becomes available through the institution of statewide 
utilization reporting mechanisms. The methodology first calculates the need 
for specific age groups and services, by multiplying the projected age cohort 
population times the statewide service-specific discharge rate and average 
length of stay standards to derive the number of patiemt days of care 
needed. These service-specific need projections are then summed to derive 
total patient days of care needed for persons under age 65 and persons age 65 
“and: older. Next а district bed need projection is calculated by the 
application of service-specific occupancy standards for each service-specific 
patient day need for age cohorts under ace 65. Prior to calculating district 
bec totals fer the elderly cohort, that is, persons где 65 and over, a patient 
“flow adjustment is applied.which takes into account the statewide distribution 
Cf patient days of care to elderly non-residents and the net flow of elderly 
residents between service districts. After elderly patient days are thus 
ac’usted, a combined occupancy standard for me2ical and surgical, intensive 
care and coronary care services is used to derive г bec need projection for 
pe-sons age 65 and older. Тһе service-specific bed need projections for under 


65 age groups and the projected elderly bed need are summed “to derive the 
istrict bed allocation. 


1. Population projections. Population figures used in need 


calculation will be for age-specific cohorts residing іп the relevant district 
projectec five years into the future. Age-specific cohort projections of 
county population used shall be those developed by the State Health Planning 
Agency, and will be based.on the latest mid-range projections published by the 
Bureau of Economic and Business Research of the University of Florida. 

2. Population need by service. · Population patient days of care 


needed by service for each Cistrict will be calculated through the application 
of the follovinc formulas. 


г. РГО = DMU + DIU + DCU + DO + DP 
Where: 
PDU О = Projected total patient Cavs of care needec Бу 
persons ace 0 to 64 vears; - 
DXU = Proiecte medical anā surgical patient days needed 


by persons ege 0 to 64 years obtainec by 
multiplying the projecte cohort population times - 
the cohort-specific statewide medica) and surcical 
Cischarce rate and avezace lencth of stay; 

= PU x .С25525 x 5.738; 
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DIU 


PE 


DP 


DIO 


District projected population age 0 to 64 five 
years into the future; 

Projected intensive care patient days needed by 
persons age 0 to 64 years obtained by multiplying 
the projected cohort population times the cohort-. 
specific statewide intensive care discharge rate 
and average length of stay; 

PU x .006930 x 3.996; 

Projected coronary care patient days needed by 
persons age 0 to 64 years obtained by multiplying 
the projected cohort population times the cohort- 
specific statewide coronary care discharge rate and 
average length of stay; 

PU x .003750 x 4.114; 

Projected obstetrical days of care obtained by 
multiplying the projected cohort population times 
the proportion of women statewide who give birth in 
hospitals, the average length of stay and the 
projected fertility rate; 

PP x .975 x 3.552 x FR/1000; ы 
The district projected population of females age 15 
to 44 years five years into the future; | 

Тһе average fertility rate experienced in the 
Gistrict for the three most recent years based on 
resident live births as published in the Florida 
Vital Statistics; 

The projected number of births per 1,000 women.age 
15 to 44; 

Projected pediatric days of care needed by persons 
age 0 to 14 obtained by multiplying the projected: 
cohort population times the cohort-specific 
statewide pediatric discharge rate and average 
length of stay; 


. BP x .033979 x 4.393; and, 


The district projected population age 0 to 14 years 
five years into the future. * 
(DMO + DIO + DCO) x SRO 


Projected total patient days of care needed by 
persons age 65 and clder residing in the Cistrict; 
Projected medical and surgical patient davs needed 
by persons age 65 years and older obtained by 
multiplying the projected cohort population times 
the cohort-specific statewide medical and surgical 
discharge rate and average lencth of stay; 

PO x .317594 x S.390; 

The district projected population age 65 years and 
older five years into the future; - 

Projected intensive care patient days needed by 
persons age 65 years and older obtained by 
multiplying the projected cohort population times 
the cohort-specific statewide intensive care 
discharge rate and average length cf stav; 

PO x .036422 x 4.664; 


E =? 


SRO 


Projected coronary care patient days needed by 
persons age 65 years and older obtained by 


‘multiplying the projected cohort population times 


the cohort-specific statewide coronary care 
discharge rate and average length of stay; 

PO x .029846 x 5.075; and, 

.9731, the proportion of statewide acute care 
patient days provided to Florida residents age 65 


. and over. 


3. District Bed Allocation. District bed allocations will be 
calculated through the application of the following formula. 


IUA 


РА 


ОА 


NFO 


OSP 


MUA + IUA + CUA + PA + OA + EA 


The district acute care bed allocation; 

The district medical and surgical bed projection 
for persons age 0 to 64 years obtained by dividing 
the projected days of care needed by the product of 
the medical and surgical occupancy standard and the 
number of days in a year; 

DMU/(.80 x 365); 

The district intensive care bed projection for 
persons age 0 to 64 years obtained by dividing the 
projected days of care needed by the product of the 
intensive care occupancy standard and the number of 
days in a year; 

DIU/(.80 x 365); 

The district coronary care bed projection for 
persons age 0 to 64 years obtained by dividing the 
projected days of care needed by the product of the 
coronary care.occupancy standard and the number of 
days in a year; | 
DCU/(.75 x 365); 

The district pediatric care bed projection obtained 


. by dividing the projected days of care needed by 


the product of the pediatric occupancy standard and 
the number of days in a year; 

DP/(.65 x 365); 

The district obstetrical care bed projection 
obtained by dividing the projected days of care 
needed by the product of the obstetrical. occupancy . 
standard and the number of days in a year; 

DO/(.75 x 365); 

The district acute care bed projection for persons 
age 65 and over obtained by dividing the patient 
flow-adjusted projected days of care needed by the 
product of the combined occupancy standard for 
medical and surgical, intensive care and coronary. 
care services and the number of days in a year; 

(PDO + NFO)/(.797 x 365); 

The district projectec net flow of elderly 
patients; * 

(СЕР x DSOS) - ГОСТ + (SDOUT x DIN); 

The sur of all setient days of care provided within 
Florida tc non-resident elderly persons; 


E 
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(DMO * DIO % DCO) x .0269 for Districts 1 through 
11; Я 
The district share of elderly patients from out of 
state; > 

.0593 for District 1; 

-.0375 for District 2; 

.0354 for District 3; 

.1648 for District 4; 

.2159 for District 5; 

-.0253 for District 6; 

.0927 for District 7; 

.1861 for District 8; 
-.0289 for District 9; 
-.0081 for District 10; and, 

.3457 for District 11. | 
The district projected outflow of patients to other 
districts; 

.0077 x (DMO + DIO + DCO) x .9731 for 
District 1; 

.0762 x (DMO + DIO + DCO) x .9731 for 
District 2; 

.1212 x (DMO + DIO + DCO) x .9731 for 
District 3; | 

.0689 x (DMO + DIO + DCO) x .9731 for 
District 4; 

„0464 x (DMO +. DIO + DCO) x .9731 for 
District 5; 

- .0649 x (DMO + DIO + DCO) x .9731 for 
District 6; 

„0264 x (DMO-+ DIO + DCO) x .9731 for- 
District 7; 

.0489 x (DMO + DIO + DCO) x .9731 for 
District 8; 

.08C3 x (DMO + DIO + DCO) x .9731 for 
District 9; 

.1645 x (DMO + DIO + DCO) x .9731 for 
District 10; and, 

„0217 x (DMO + DIO + DCO) x .9721 for 
District ll. | 
The sum of district-projected outflow of 
patients tc other cistricts for Districts 1 
through 11. | 
The district projected inflow of patients 
from other districts; 

.0197 for District 

.0086 for District 

.0643 for District 

.0433 for District 

.0445 Ес: District 

.1025 for District 

.1267 Ес: District 

.0872 for District 

.0705 fer District 

.0853 for District 
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| = | «3475 for District 11. 
(g) District Bed Allocation Adjustment. An adjustment to the 
district bed allocation computed in (£)3 above will be made when 
indicated, using the formula: 


1. POR: ж ((PU + PO) x HUR)/(DBA x 365) 
Where: à à 
POR = Projected occupancy rate; 
HUR .- Historic use rate based upon total patient 


days of care delivered by acute care 
hospitals in the district for the three most 
recent annual hospital licensure reporting 
periods and district population estimates "for 
that three year period; and, 
DBA = The district bed allocation. 
When POR is greater than .90 then DBA will be adjusted upward to 
the point at which: 


2. ADBA = (PDU + PDO + NFO)/(.75 x 365) 
Where: - 
ADBA = Adjusted district bed allocation. 


When POR is less than .75 then DBA will be adjusted downward tc 
the point at which: 
3. ADBA = (PDU + PDO + NFO)/(.90 x 365). 
(h) Peak Demand Considerations. 
5 1. Required Capacity. Each district shall have sufficient bed 
capacity to meet service-specific peak demands. Each designated 
subdistrict shall be identified by the Local Health Council as 
‚ experiencing either high or low seasonal peak demand.  Subdistricts 
designated as high peak demand areas shall have sufficient total bed 
capacity. to meet 99 percent of their peak demand. Subdistricts 
*idesignated-2s. Low peak SemanG-iareasxshall have sufficient total bed 
2. Peak Demand Calculations. Peak demand calculations shall be 
performed using the following formula: | 
а. Р = ADC + (Z x $8405) 


Where: : 

P = Peak bed demand to be estimated; 

ADC: ш Average daily acute care patient census 
projected for the district or subdistrict of 
interest; 

‘= (PDU + PDO + NFO)/365; 
2 ж Statistical value assigned to the district or 


subcistrict of interest, based on its peak 
demand capacity designation; and, 
SRADC = Square root cf C. . 

Each district and subdistrict designated as a high seasonal 
demand area and assigned а peak demand capacity of 99 percent will have 
a value of Z = 2.33. Each subdistrict designated as a low seasonal 
demand area and assigned а peak demand z:pacity of 95 percent will have 
a value of 2 = 1.65. Bot 

3. Peak Demand Revisions to Bec Allocation. If the value of P 
computed for the district in (Һ)2. above is greater than the Cistrict 
red ailocatior and the adjusted cistrict bed allocation, then the 
éistrict bed allocation will be revised tco equal the value of P. Peak 
demand estimates for specific services and Ес: beds within a subdistrict 
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shall be utilized by the Local Health Council in establishing its 
allocation of beds by type of service and by subdistrict. 

(1) Geographic Accessibility Considerations. 

1. Acute care hospital beds should be available and accessible 
within an automobile travel time of 30 minutes under average travel 
conditions to at least 90% of the population residing іп an urban area 
subdistrict. 

2. Acute care hospital beds should be available and accessible 
within a maximum automobile travel time of 45 minutes under average 
travel conditions to at least 90$ of the population residing in a rural 
area subdistrict. 

3. If the number of beds allocated to а subdistrict for a given 
service pursuant to paragraph (e) substantially exceeds the number of 
existing and approved beds in that subdistrict for such service and the 
conditions set forth іп subparagraphs (i)l. or (i)2. are nct satisfied, 
the Department shall consider the need for additional beds on a 
subdistrict basis in conjunction with the need for beds on the basis of 
the district as a whole and may approve such beds consistent with the 

` provisions of paragraph (b). 
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APPENDIX В 


МОТЕ5 
Indian River Memorial Hospital had 240 acute care beds until September, 1984 
when additional beds were licensed and the total is now 293 beds. 
Humana Hospital Sebastian had 133 licensed general acute care beds in January 
and-February of 1984. In March, 16 of those beds were re-licensed as short term 
substance abuse beds. The 16 chemical dependency unit beds are reported separately. 
3. Е. Kennedy Memorial Hospital converted 12 of its 333 acute care beds to psychi- 
atric beds in October, 1984, leaving the total number of general acute care beds 
at 221. 
Does not include 18 Neonatal ICU beds. 


Humana Hospital Sebastian began offering obstetrical services in March, 1984. 


Since March, 1984, no births have been recorded at H. H. Raulerson, Jr. Memorial 
Hospital. 


Good Samaritan Hospital formally entered the Medicare program in June, 1984. 
Prior to June, the hospital reported patients over 65 years of age as an estimate. 
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APPENDIX С 


DISTRICT IX HEALTH PLAN 
1984 


SUPPLEMENTAL DATA: 
DISTRICT IX ALLOCATION METHODOLOGY 


DISTRICT IX HEALTH COUNCIL, INC. 
4455 Westroads Drive 
West Palm Beach, Florida 33407 
Tel. (305) 845-6070 
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DISTRICT ІХ ALLOCATION METHODOLOGY 


OVERVIEW 


Step One: 3 beds/1,000 for those under 65 years of age, projected five years into 
the future utilizing HRS population projections. 


Step Two: the number of beds needed for the elderly projected five years into the 


future, determined by the utilization rate of the most current calendar 
year. 


Step Three: the number of beds from net flow of elderly (net non-resident patient 


days minus outflow to other districts plus inflow from other districts 
AS DETERMINED BY HRS). 


Step Four: add the totals from Steps One, Two and Three and scale down first 
to HRS total District IX allocation and then to each individual subdis- 
trict based upon the percentage of allocation need. 


Allocation Adjustment: Consideration should be given to applicants who can document 
. seasonal impact in the particular subdistrict and any other 


relevant updated information, including sub-county data, 
relating to Steps One through Four. 


RATIONALE: 


With the advent of the Medicare prospective reimbursement system, there is literally 
no way to estimate the magnitude of impact that this reimbursement mechanism 
will have on hospital admissions, occupancy rates, and average lengths of stay. There- 
fore, relying upon the national standard of 4 beds/1,000 population was not adequate. 
There is a need for an indicator based solely on utilization for the elderly. Since 
the reimbursement mechanism for non-Medicare patients has not changed, a resource 
based methodology has been utilized for this population group. 


STATE ESTIMATED POPULATION 


FOR DISTRICT IX. BY AGE GROUP 
(JULY 1, 1983 


— Area — IM ME uu — 

Indian River Subdistrict__ 70,159 
Martin Count: 75,041 7: 

St. Lucie Count 106,437 
Martin/St. Lucie Subdistrict 181,478 | 
Okeechobee Subdistrict ,056 
North Palm Beach Subdistrict | 365,488 
South Palm Beach Subdistrict | 393,290 
Palm Beach County _ 658,778 
| District IX 933,471 

| „Source: State Data, Tallahassee, .Office of the Governor, 
December 1, 1984. 


[Г TABLE XXIV 
| 
| 
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ALLOCATION METHODOLOGY APPLIED FOR 1989 


Step One: Allocate 3 beds/1000 for those residents under 65 years of age within 
each subdistrict according to HRS 1989 population projections. 


July 1, 1 
1989 
Subdistrict Population under 65 
Indian River 68,992 
Martin/St. Lucte 184,358 
Okeechobee 23,932 


North Palm Beach (43.196) 262,179 
South Palm Beach (56.9%) 346,125 


989 


Please Note: According to 1980 Census Tract data as reported by the Palm Beach 


County Area Planning Board, 


the North Palm Beach Subdistrict had 


40.3% of the total county population and South Palm Beach had the 
Of the under 65 population, North Palm Beach had 


remaining 59.7%. 


43.1% of the county and South Palm Beach had 56.9% 


Of the over 


65 population, North Palm Beach had 30.9% of the population and South 


Palm Beach had 69.1%. 


forced to utilize these percentages. 


Due to the lack of subcounty data, we are 


Step Two: In order to get utilization rates for the 65 and over population, we need 
to subtract out the patient days delivered to the out-of-District residents 
and utilize the Medicare data as an estimate of patient days. 


% in 1980 of 


1980 Percentage 


Patients- Discharged Applied to 
1983 
Admissions 


from Outside 
Subdistrict District ІХ” 


Indian River 
Martin/St. Lucte 
Okeechobee 
North Palm Beach 
South Palm Beach 


en 
лоо ©з 


1,137 


941 
298 
1,604 
4,863 


*1980 HPC Patient Origin Study 


In 1983, 61.7% of all patient days were Medicare Patient Days in District IX. 


Patient Days 


Derived 


7,845 
6,399 
2,116 
9,624 

37,445 


If 


we use this District average and subtract that percentage of days deliverd to Medicare 


patients out of the District from the Subdistrict's Medicare patient days, we get 
the following: | ала 


А 
# of Medicare 
Patient Days 
Delivered to 


Cut-of-District 
Subdistrict Residents 
Indian River 4,840 
Martin/St. Lucie 3,948 
Okeechobee 1,306 
NPB 5,938 
SPB 23,104 


1 
Latest DHRS 1982 Population Estimates areto be used. 


B 
Total # of 


Medicare 
Patient Days 


Delivered 


60,584 
93,906 
16,092 

156,055 
272,616 


(B - A) 


55,744 
89,958 
14,786 

150,117 

249,512 
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1983 (65*) 


Medicare 
Use Rate 


Per 1000 


3,665 
2,354 
4,880 
3,016 
2,242 


July 1, 1989 
1989 Projected 
65* Population 


21,160 
52,968 
4,062 
66,109 
147,836 


1989 
Medicare 


Patient Days 


77,551 
124,687 
19,823 
199,385 
331,448 


The total District IX allocation is 4,621 (ог 1989. Тһе 1989 HRS District рорша- 


tion projection, for all ages, is 1,172720 . The overall use rate in District ІХ in 1983 
was: 


1,076 
No. of Patient Days _ 1,004,684 (1983 total patient days) 
1000 Е 933.471 (Latest DHRS 1983 population estimate) 


This gives us a projected total of 1,267,227 patient days in 1989. At this rate 4,621 
beds translates into a 75.196 _ occupancy rate. 


From this, we can determine how many beds will be needed for Medicare/65+ residents. 


1989 Beds Needed (.751)(365) = 274.115 
for Elderly at Above Med. Pt. Days/274.115 

Subdistrict . Occupancy Rate (75.1%) 

Indian River 283 

Martin/St. Lucie 455 

Okeechobee 72 

NPB 727 

SPB 1,209 


"Step Three: In 1989, according to HRS projections, the District net flow of elderly 
in and out of this District is - ^*^: 2 . If we allocate these patient 
days by the percentage of eiderly within each subdistrict of the total 
district, and, using the same occupancy rate used in Step 2, then: 


Patient Days Beds Subtracted 


Area 1989 96 Elderly Derived From Totals 
Indian River S/D 7.296 - 3,134 “0-11 
Martin/St. Lucie S/D 18.1% ` - 7,879 ` -29 
Okeechobee S/D 1.4% - 609 — -2 

` NPB S/D ` 22.6% - 9,838 -36 
SPB S/D 50.6% | 222,027 -80 
District IX 99.9% XX 

(292,135) 


Step Four: First, add the totals from Steps, One, Two and Three. 


Step Step Step 
Subdistrict One Two Three Total 
Indian River 207 283 -11 479 
Martin/St. Lucie 553 455 -29 979 
Okeechobee 72 72 = 2 142 
NPB 787 ` 727 -36 1,478 
SPB 1,038 | 1,209 -80 2,167 
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The District allocation from HRS is 4,621 and the above total equals 5,245 , 


therefore, we will adjust downward to the HRS allocation. : 


Total % of % of State tof 
AREA Above District Allocation Beds 
Indian River 479 9.1% 420 
Martin/St. Lucie 979 18.7% Same as . 864 
Okeechobee 142 2.7% % of 125 
NPB 1,478 28.2% District 1,303 
SPB 2,167 | - 41.3% l 1,909 
District IX 5,245 100.0% 4,621 


In order to stay within the limits of the HRS allocation, ме must adjust gross need 
downward to net need so that existing and approved beds are taken into account. 


Existing and 


Subdistricts Approved Beds Gross Need #/— 
Indian River 410 420 + 10 
Martin/St. Lucie 811 864 + 53 
Okeechobee 101 | 125 + 24 
North Palm Beach 1,480 1,303 -177 
South Palm Beach  . 1,893 1,909 * 16 
4,695 4,621: i 
There is a total net need for District IX of -74 beds (4,621 - %695 - 


-74 ). Therefore, only the subdistricts that show a need for beds at this point, 
will be allocated beds under the net need adjustment. 


% of :96 of Gross Need Applied т 
Subdistricts Gross Need to Net Need (Beds) | 
Indian River 
Martin/St. Lucie 
Okeechobee 
North Palm Beach 
South Palm Beach 
ж ж ж ж ж ж 


In addition, the above stated bed allocation methodology should not be construed 
as an "absolute" determination of bed need on a subdistrict by subdistrict basis for 
District IX. А Final Determination of bed need for this district can be made only 
upon full consideration of information and criteria contained in the following: (a) 
Applicable State laws, Rules, and Regulations and the State Health Plan, (b) District 
IX Board adopted Health Plan(s) to include supporting information relevant to a well 
informed CON decision's being made, (c) information contained in CON application 
as deemed complete by the Department of HRS, and (d) information presented at 
the public hearing, if requested, on the CON application. 
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SPECIALIZED SERVICES 


INTRODUCTION 


This component addresses some of the specialized services that are available 
or will be available in District IX Acute Care Hospitals. This component does 
not include an inventory of specialized services which are available in non- 
hospital settings. 


COMPUTERIZED AXIAL TOMOGRAPHY SCANNERS 


The computerized axial tomography (CT) scanner is a diagnostic device that 
uses computer technology and radiographic techniques to produce cross-sectional 
images of the head and body. An x-ray is projected in an arch around the 
body and the amount of the radiation beam that is absorbed by the body is 
measured and put into a computer matrix. It is then reconstructed ona televi- 
sion-type screen for viewing. The image provided is representative of the 
density and size of the tissue being scanned. CT scans may be either unenhanc-: 
ed or enhanced. Enhanced scans involve the injection of contrast material 
to improve the visibility of the area of diagnostic interest. Іп identifying and 
locating density differences, it is often possible to identify tumors and other 
abnormalities. In addition to its superior diagnostic capabilities for soft tissue, 
CT scanning may reduce patient risk by replacing painful invasive diagnostic 
procedures and by reducing the need for exploratory surgery. 


MAGNETIC RESONANCE IMAGING (MRI) EQUIPMENT 


Magnetic resonance imaging (MRI) or, as it was previously labeled, Nuclear 
Magnetic Resonance (NMR), is a relatively new non-invasive diagnostic imaging 
technique that uses magnetic and radio frequency fields to image body tissues 
and monitor body chemistry without using ionizing radiation. The energy pro- 
duced by the magnetic field and radio waves causes changes within individual 
cell nuclei that can be reproduced by computer and translated into cross section- 
al pictures and numbers. These provide better images of soft tissues than 
CT scanners and can also show biochemical processes occurring in the body. 
MRI can detect with greater accuracy than other diagnostic tools such diseases 
as multiple sclerosis and the location of brain tumors. Recent research points 
to MRI as complimentary to CT scanning and not in competition with it. While 
MRI provides valuable information about the chemical function of tissues, CT 
gives only structural data. MRI cannot presently image bone because of bone's 
low water concentration. Therefore, orthopedic patients will continue to require 
CT scanners, at least until calcium and other major bone elements can be detec- 
ted by MRI. The full potential of MRI is unknown and MRI diagnostics are 
expected to keep improving over the next twenty years. 


RADIATION THERAPY 


Radiation therapy is a clinical medical specialty in which patients with cancer 
(and other tumors or neoplasms) are treated with ionizing radiation which pene- 
trates cells and deposits energy within them. Radiation therapy (also known 
as radiotherapy and therapeutic radiology) is one of three methods for treating 
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cancer. The other two methods аге surgery and chemotherapy. 


When ionizing radiation is sufficiently intense, cells are killed by inhibiting 
their division. The objective of the treatment is to deliver a lethal dose of 
radiation to cancer cells with as little damage as possible to surrounding, healthy 
tissues. All tissues are affected by radiation. However, cancer cells are often 
more susceptible to radiation's damaging effects. Approximately half of all 
cancer patients require radiation therapy at some time during the course of 
their disease. 


CARDIAC CATHETERIZATION SERVICES 


Cardiac catheterization is the name for a type of procedure which requires 
the insertion of a slender tube into a blood vessel of the arm or leg until it 
reaches the heart. At this point, a variety of purposes can be served, depending 
upon the type of information sought about the patient's condition. Diagnostic 
studies can be performed to examine the blood vessels supplying the heart 
with oxygenated blood, any of the four heart chambers, the blood vessels leading 
to and from the lungs,. different pressure measurements, or samples of blood 
removed from around the heart and great vessels. Other purposes for which 
cardiac catheterization is performed are to implant into the heart an electrode 
from a pacemaker or to insert a device which will assist in the circulation 
of blood. Examining the heart's blood vessels and the heart chambers forms 
the most definitive means for deciding whether or not a patient is a likely 
candidate for open heart surgery. 


OPEN HEART SURGERY 


Open heart surgery is the generic term for various surgical operations performed 
on the heart or major arteries of the heart. Open heart surgery procedures 
are defined as those which use a heart-lung bypass machine to perform the 
functions of circulation during surgery. A majority of open heart surgical 
procedures are coronary artery bypass grafts. This type of surgery improves 
blood circulation to the heart by diverting the blood flow around severely obs- 
tructed segments of the coronary arteries with grafts. The grafts are usually 
constructed from another vein in the patient's body--usually the leg. Approxi- 
mately one million people in the United States annually experience either a 
myocardial infarction (MI) or cardiovascular heart disease (CHD). As reported 
by the Inter-Society Commission for Heart Disease Resources (ICHD), there 
are over 600,000 deaths each year due to CHD and over 200,000 people succumb 
to atherothrombatic disease of major arterial vessels surrounding the heart. 
Open heart surgery is one of many ways to correct heart disease and to de- 
crease the number of deaths due to heart disease and other heart conditions. 


SERVICES/SETTINGS 

There are two types of CT scanners in use in District ІХ. Тһе body scanner . 
is capable of scanning the chest, abdomen, and pelvic areas, as well as the 
brain. The head scanner can produce images of the head or brain, only. 


There are several types of MRI equipment that have been approved or will 
be approved shortly by the Federal Drug Administration (FDA). Тһе State 
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of Florida will not award a Certificate of Need to а facility for ап unapproved 
piece of equipment. 


Radiation therapy can be delivered in a variety of ways (external irradiation, 
local or "direct contact" irradiation, and internal irradiation), but the most 
commonly used therapy is external irradiation carried out with x-rays or gamma 
rays. "Superficial" machines are relatively inexpensive units with very limited 
use and are utilized to treat lesions on, and immediately beneath, the skin. 
"Orthovoltage" radiation units were the earliest equipment capable of treating 
cancers that are deep-seated or well beneath the skin.  "Megavoltage" equip- 
ment, introduced in the mid-1930's, provides high-energy beams which are able 
to deliver their maximum dosages beneath the skin surface. Megavoltage equip- 
ment, while considerably more expensive than orthovoltage units, produces 
a more sharply defined treatment field, resulting in less skin damage and less 
radiation absorption by bones than does orthovoltage type equipment. The 
most common types of megavoltage equipment аге Cobalt-60 units which emit 
gamma rays, and linear accelerators which use x-rays and electrons as the 
type of radiation. A third type of equipment, betatron, is less commonly used. 


Cardiac catheterization procedures have been described in the past as angiogra- 
phic studies, physiologic studies, catheterization examinations, coronary arterio- 
graphy, cardiovascular diagnostic procedures, hemodynamic studies, coronary 
studies, coronary angiography, or "cases". The major "catheterization proce- 
dure", coronary angiography (also known as coronary arteriography), is a tech- 
nique in which the catheter never goes into the heart. It is very frequently 
combined with true cardiac catheterization procedures, also known as "hemody- 
namic" or "physiologic" studies in which a catheter is maneuvered into the 
chambers of the heart. Terminology has been confusing because many authors 
refer to various procedures in and around the heart as "cardiac catheterization". 


Another issue that has generated some concern recently, is the changing use 
of cardiac catheterization procedures. Initially, cardiac catheterization was 
used as a purely diagnostic tool. Today, physicians are using cardiac catheteriza- 
tions as therapeutic interventions and not just for diagnostic purposes. This 
trend can cause prior estimates of the need for these procedures to be understat- 
ed if the basis for need projection was purely diagnostic in nature. 


An open heart surgery program is defined as a room or suite of rooms in a 
hospital, equipped for open heart surgical procedures and staffed with qualified 
surgical teams and support staff. Open heart surgery programs are usually 
designated for adults and/or pediatric patients. 


FACILITIES 


Current Capacity/Utilization 
1984 CT Scans: 


The following hospitals report statistics on computerized axial tomography 
scanners to this Council: 


CT SCANNERS 
1984 CT SCANS 
Full Body Scanner || Head Scanner 
Hospital Units [Patients [Scans ||Units] Patients] Scans 
Indian River Memorial Hospital | 1 | 3,076 | 3,076 || --| - | 
Humana Tlospital Sebastian 1 LIS E 722 a = | = 
пап River County Subdistrict [2 | 24213.) 43081] —| = | — 
Martin Memorial Hospital | 1 | 2,926 | 2,926 || -- -- -- 
Lawnwood Medical Center 1 N/R | 3,996 || —| - | = 
Port St. Lucie Medical Center LI | NRI э -| — | -- 
|. Martin/St. Lucie Subdistrict Lil — | A43 || -—]| -— ol — 
|Н. H. Raulerson, Jr. Memorial Hospital 1 | мив | 158 || 7 | N/R | 274 | 
| Okeechobee Subdistrict 1 | N/R] 156 || 1 | NR | 274 | 
Bethesda Memorial Hospital М R| NR | N/R | NZ R R 
Boca Raton Community Hospital 1 7 [7.535 || — | - | = 
Delray Community Hospital | 1 | 9951 995 || - | 
Doctors Hospital 1 1902 | 845 || -- a 4 
J.F. Kennedy Memorial Hospital | 1 | 2,452 | 242 || — 9 9 
Wellington Medical Center |---------------------/ N dlP EME p----- (aa 
West Boca Raton Medical Center dodo UNO LP EN E D-----b--------- | 
South Palm Beach Subdistrict | 4 | 12,884 | 11,827 || | 4 60 | 
Humana Hospital Palm Beaches | 1 | 657 | 696 || -- | 0 
Everglades Memorial Hospit Cee ee | келе жатта == 
Glades General Hospital = Low dos MP ul | = 
Good Samaritan Hospital | 1 | 2203 | 2.422 |] 1 | 1709 | 4 
Palm Beach Gardens Medical Center | ı | N/R |  sizll | R 6 
Palm Beach/Martin County Medical Ct. 1 | 1.818 | 2.179 || -| - -- 
Palm Coast Community Hospital.  |--—-—- І----------1--(/ N Ol lP E NIE p----- --------- - 
St. Mary's Hospital” _ ae 5778 | 4,074 || —| l- __ 
| North Palm Beach Subdistrict 5 [| — loss | 7 | 4,061 | 
DISTRICT IX TOTAL 15 [= — 133,592 12| = Tess] 


Please Note: А Scan is defined аз a series of passes, regardless of the number of passes 
per Scan. Pre and Posi-Scans should be counted separately. 


а Data includes March- December, only. 
Included in full body patients. 
“Data includes May-December, only. 
Does not reflect total number of patients having a full body scan. 


Recent Certificate of Need approvals include: 
CON #3509: Doctors Hospital - addition of in-house CT Scanner. 


CON #3547: West Boca Raton Medical Center - purchase full body 
CT Scanner. 


CON #3582: JFK Memorial Hospital - replacement of existing CT 
equipment. 


MRI Equipment: 


Presently, there is one existing MRI unit in District ІХ and one approval. Atlan- 
tis Resonance Imaging, Inc. is providing magnetic resonance imaging to inpatients 
at John F. Kennedy Memorial Hospital. This MRI unit is a mobile unit and 


began operation in January of 1985. 
Certificate of Need approvals include: 


CON # 3368: St. Mary's Hospital 


Radiation Therapy: 


Presently, the following hospitals in District IX report radiation therapy statistics 
to this Council. 


1984 RADIATION THERAPY TREATMENTS 


Linear Accelerators Other Units 
Unduplicated| Number of 


Count of Ра-| Treatment 
tients Re- Sessions 
ceiving Trea 


Hospital 


Lawnwood Medical Center | N/R [| 11011 Е -- 
Boca Raton Community Hospital 15,204 779 456 


Good Samaritan Hospital 1,164 10 REE 367 
| St. Mary's Hospital Lo -- | 9,991 23,334 


Lawnwood has one  linearaccelerator, Boca Raton and Good Samaritan each 
have two units. : The other units include cobalt, orthovoltage and superficial 


machines. 


Please Note: 


Certificate of Need approved radiation therapy units consist of: 


CON £2549: Martin Memorial Hospital - purchase of one linear accelerator. 

CON #2265: Lawnwood Medical Center - Purchase of one additional linear 
accelerator. 

СОМ #2255: Bethesda Memorial Hospital - construction of a Radiation 


Therapy Unit to accomodate 2 linear accelerators. 


J. F. Kennedy Health Institute - Oncology and Radiation Thera- 


CON #2673: 
py Center - to include the purchase of 1 linear accelerator. 


СОМ #2835: Palm Beach/Martin County Medical Center - purchase of 


1 linear accelerator. 
CON £3161: St. Mary's Hospital - purchase of 1 linear accelerator. 


Indian River Memorial Hospital - purchase of 1 linear accelera- 


tor. 


CON #3234: 


Cardiac Catheterization Services: 


Palm Beach Gardens Medical Center is the only hospital presently operating 
a cardiac catheterization laboratory in District ІХ. 


CARDIAC CATHETERIZATION PROCEDURES 


Month 1982 1983 1984 
January 0 33 50 
February 0 31 47 
March 3 28 43 
April 13 19 45 
May 17 34 256 
June 22 22 36 
July 24 31 44 
August 16 21 33 
September 18 23 43 
October 21 32 46 
November 22 24 42 
December _ 24 _ 427 _ 42 
TOTAL 180 325 527 


Certificate of Need approved programs consist of: 
CON #2672: Delray Community Hospital 
CON #2675: J. F. Kennedy Health Institute 
CON #3366: Boca Raton Community Hospital 


CON #3367: St. Mary's Hospital 


Open Heart Surgery Programs: 


Palm Beach Gardens Medical Center is the only hospital presently operating 
an open heart surgery program. Тһе program became operational іп Novem- 
ber of 1983 and, for November and December, seven procedures were performed. 


OPEN HEART SURGERY PROCEDURES 


Month No. 
January 9 
February 11 
March 11 
April 11 
May 17 
June 14 
July 11 
August 14 
September 8 
October 16 
November 11 
December _18 
TOTAL 151 


Certificate of Need approved programs consist of: 
СОМ #2672: Delray Community Hospital 


CON #3073: J. F. Kennedy Health Institute 


Physical Status 


Not applicable 


Service Areas 
. For health planning purposes, District IX will be divided as follows: 
CT Scanners and Radiation Therapy Units: 


1. Indian River County, Martin County, St. Lucie County, and Okeecho- 
bee County. 


2. Palm Beach County 
Cardiac Catheterizations and Open Heart Surgical Programs: 
District IX in its entirety. 


MRI Units: 


These units are institution-specific and subdistricting should not be 
an evaluation criterion. 
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SYSTEM CHARACTERISTICS 


Cost 


The provision of specialized services is expensive in terms of the capital 
outlay and the personnel needed to operate the equipment/service. There- 
fore, health planning plays an important role in determining where these 
services should be placed in the District and whether or not these services 
are duplicative of already existing services. 


Availability 


Appendix A-D of this component reproduces the particular sections of 
Chapter 10-5, Florida Administrative Code as they pertain to each indivi- 
dual equipment/service. 


For cardiac catheterization labs, the methodology is as follows: 


x Pe and divide by 600 


c 
z 1,077,931 (January, 1987 population projections) 


P 
x 
U, = 284.17 (1981 Statewide use rate per 100,000) 


N, = 5.1 labs in District IX 
For open heart surgical programs, the methodology is as follows: 
"E U, x Lm and divide by 350 


1,077,931 (January, 1987 population projections) 
98.39 (1981 Statewide use rate per 100,000) 


3.0 surgical programs 


Accessibility 


Accessibility must be weighed carefully with the 'cost of providing the 
service and the numbers of people who actually need the service. These 
services should be accessible to all individuals through Medicare, Medicaid 
and indigent participation by the Certificate of Need applicants. 


Continuity 


If the majority of these specialized services are to be regional resources. 
then health care facilities must work together for the benefit of the pa- 
tient. As new technology evolves and new services are offered, effective 
coordination among health care facilities is essential. Formal referral 
agreements may be needed among hospitals so that diagnosis may be render- 
ed at one facility and treatment rendered at another. 


Acceptability 


Services like magnetic resonance imaging are very new and require evalua- 
tion by physicians and education for the public. 


Quality 


Until specialized services can be evaluated through historical retrospective 
studies, measurement of quality is unattainable. CT scans and radiation 
therapy have proven to be quality tools as long as proper personnel are 
utilized and appropriate procedures are followed. 


PROGRAM POLICIES AND PRIORITIES 


In addition to the CT scanner need methodology (FAC 10.5.11(13)), MRI 
need methodology (FAC 10.5.11(29)), Radiation therapy need methodology 
(FAC 10.5.11(17)), and the Cardiac Catheterization and Open Heart need 
methodology (FAC 10.5.11(15)), District IX Health Council, Inc. has estab- 
lished the following policies and priorities which should be used concurrently 
in planning the above mentioned specialized services. 


PROGRAM POLICIES (AS DEFINED BY THE FOLLOWING GOALS AND 
OBJECTIVES) 


Goals 
Specialized services shall be available in District IX so that these services 
meet cost containment standards as integral components in the health 


delivery system. 


Specialized services shall be available in District IX which meet acceptable 
standards of quality patient care. 


Objectives 
To be developed. 


PROGRAM PRIORITIES (AS DEFINED BY THE FOLLOWING RECOMMEN- 
DATIONS BY PRIORITY RANKING) 


Priority I 


A. District IX shall be broken up into the following subdistricts 
in planning for the specialized services of computerized axial 
tomography scanners and radiation therapy equipment: 


1. Indian River County, Martin County, St. Lucie County, and 
Okeechobee County 


2. Palm Beach County 
B. In planning for the specialized services of cardiac catheteriza- 


tion laboratories and open heart surgical services, District IX, 
in its entirety, shall be the subdistrict. 


С. Іп planning for the specialized service of magnetic resonance 
imaging equipment, no subdistricts shall be established because 
of the institution-specific nature of this equipment. 


Rationale 


Most specialized services are regional in nature and excessive duplica- 
tion of these services will result in escalation of the cost of providing 
patient care. Also, in services such as cardiac catheterization and 
open heart surgery, the appropriate professionals must perform a 
certain number of procedures in order to remain skilled in these proce- 


dures. 


Priority 2 


Priority shall be given to area facilities for specialized services which 
can show a commitment to, or an historical record of, service to Medi- 
caid/Indigent, Handicapped, and Underserved population groups. 


Rationale 


Access to specialized services should not be limited by ability to 
pay for these services. These services are regional resources and 
a facility should support this type of commitment. 


Priority 3 


Priority shall be given to Certificate of Need applicants who propose 
to have both cardiac catheterization services and open heart surgical 
services in the same facility. However, should it become evident, at 
any time, that there is a need for one service and not for both services, 
then an applicant would not be expected to have to apply for both. 


Rationale 


A patient should receive quality care in the most comprehensive man- 
ner that is available. Cardiac catheterization services and open heart 
surgical services should be provided in one facility, if possible, in 
order to achieve this goal. 


Priority 4 


In preparation for revising the Specialized Services Section of the 1986 
District IX Health Plan, District IX Health Council, Inc. should initiate 


activities which address the following: 


а. Ап improved information and data base in terms of standards 
for quality care. 


b. Тһе appropriate mix of specialized services needed in District 
IX. 


Rationale 


More research is needed in the area of specialized services prior 
to writing any new recommendations for this Section. 
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ATTACHMENT A 


CT SCANNERS 


10-5.11 Criteria Against Which Applications Are Evaluated 


(13)(a) Computerized Axial Tomography (CAT) is a highly 
technical diagnostic procedure which has gained wide 
acceptance as a noninvasive technique of diagnosing a 
multitude of disorders. There are many complex factors 
involved in determining and implementing reasonable need 
standards for CAT Scanners. Locating this equipment is 
of paramount importance to insure maximum medical refer- 
ral and public access, and effective utilization. 

Factors to be considered in determining the need for each 
CAT Scanner must include: 

1. Effective and efficient geographic distribution and 
patient and physician accessibility to existing and 
proposed scanners. 

2. Maximizing utilization rates of existing and proposed 
scanners to enhance positive cost benefit for consumers, 
communities and third-party payors. 

3. Health care cost containment to be derived by instal-. 
lation of scanners, to include early detection and 
prevention of medical conditions that would save lives 
and preclude extensive hospitalization. 

4. Health care quality and continuity, including the 
availability and appropriateness of other medical refer- 
ral and support services and facility capability to 
provide therapeutic treatment discovered by scans. 

5. Research needs. 

6. Manpower resources to effectively utilize the scanner. 
7. The development of multi-institutional systems and 
arrangements for shared services. 

8. Due to the continuing technological advances being 
accomplished in computerized axial tomography scanning, 
these criteria will be reviewed and updated on an annual 
basis. 

(b) A favorable need determination for the proposed 
purchase, installation and utilization of a CAT Scanner 
will not be given to applicants failing to meet the 
following standards and criteria: 

l. Utilization of the CAT Scanner must be under the 
direction of a qualified physician as determined by the 
hospital Medical Staff Credentials Committee. 

2. The following specialties must be represented on the 
medical staff by active or consulting membership: 

For head scanner -- Radiology, Neurology, Neurosurgery. 
For total body scanner -- Internal Medicine, General 
Surgery, Obstetrics-Gynecology, Urology,Thoracic Surgery, 
Radiology, Neurology, Neurosurgery. 
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3. The applicant must document therapeutic capabilities 
for treating disorders discovered by scans or demonstrate 
accessibility to such therapeutic capabilities. 
4. The applicant facility must document that the follow- 
ing procedures have been accomplished during the past 
year. 
For head scanner: 
Nuclear brain scans 1,000 
Cerebral arterio/angiograms/pneumoencephalograms 125 
For total body scanner: 
Nuclear liver scans and/or ultrasound scans 300 
Mediastinal tomograms 20 
Nuclear brain scans 1,000 
Cerebral arterio/angiograms/pneumoencephalograms 125 
5. The applicant must document the need for at least 
1,800 scans to be accomplished during the first year of 
operation and at least 2,400 scans per year thereafter 
based on a 40 hour per week operation. (A scan is de- 
fined as one complete scanning procedure and pre and 
post contrast scans on the same patient being individ- 
ually counted). Documentation must include the number 
of patients referred elsewhere(specify where and whether 
for head or body)for scans during the preceding year. 
6. The addition of new CAT Scanners will be approved 
only when it is documented that the number of scans per 
existing scanner in the documented service area exceeded 
2,400 during the preceding 12 months. 
7. The applicant must document emergency service сар- 
ability and method by which scanner would be available 
for use during other than normal duty hours of the 
facility. 
8. The applicant must agree to provide the Health 
Systems Agency, on a six month basis, utilization and 
financial data resulting from CAT scanning operations. 
9. The applicant must demonstrate a willingness and 
capability to share CAT services by, a minimum, accept- 
ing referred patients for scans. 
10. Extenuating circumstances pertaining to signifi- 
cant health care quality or access problems, improved 
cost benefit considerations, or research needs may be 
considered for purposes of modifying this requirement. 
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Peer ATTACHMENT В 


RULES OF 


STATE OF FLORIDA 
DEPARTMENT OF HEALTH AND REHABILITATIVE SERVICES 


CHAPTER 10-5 FLORIDA ADMINISTRATIVE CODE 


PROCEDURES FOR THE ADMINISTRATION OF SECTIONS 


381.493-381.499 FLORIDA STATUTES, HEALTY 


2 L Т: 


FACILITIES AND HEALTH SERVICES PLANNING АСТ 


Se 


CRITERIA AGAINST WHICH APPLICATIONS 


————————————————————MÉÉÉÉÉá 


ARE EVALUATED 


10-5.11(29) Nuclear Magnetic Resonance 5у5:ел5. 


(a) Definitions 

l. State Health Planning Азепсу. State hezizh 
Planning agency means the Office of Health Planning aad 
Development within the Department of Health and 


Renabíilitative Services. 


2. Nuclear Magnetic Resonance (NMR) - also known as 


Magnetic Resonance Imaging (MRI) System. А nuclea: magnetic 


тезолапсе system consists of an integrated set cf machines 
and related equipment which utilize radio frequency and 
magnetic fields to produce images of organs and tissue, 


spectroscopic quantitative data, or images and spectzoscopic 


data ‘from such scans. 


3. NMR facility. NMR facility means a functional 
clinical unit encompassing all systems that сап be applied 
to clinical as opposed to purely nonclinical use. A 
facility may-include more than one NMR system. 

4. An NMR scientist із a professional with similar 
skills and 305 qualifications as a medical physicist, who 
holds a comparable degree in an allied science, such as 
Chemistry or engineering, and shows similar experience as 
the medical physicist with medical imaging and NMR imaging 


spectroscopy. 


(b) Departmental Goal. It is the intent of the 
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Department to assure availability of this evolving 
technology fo: use {п proven clinical applications by 
institutions demonstrating an appropriate case mix and 
volune. The Department will consider the need for NMR 
systems within the context of all applicable statutory and 
cule criteria. 

(c) Scope of NMR Rule. This rule covers all NMR 
systems to се maintained in a hospital setting for routine 
clinical use; systens converted from nonciinicai to ciínical 
use; and systems іл a freestanding facility oz physician's 


office to provide NMR services to hospital {прат: 


Systems maintained із a freestanding facility о: 
office te provide outpatient services only are excluded (гох 
zeview unler this ruie. 

(d) Quality of Cere Standards 

1. Safety Requirements. The applicant shall 
document how safety standards accozdinz to federal and 
manufacturers standa:ds vill 5e ensured. This should iaclude 
zeferenze to compliance with standacds establishes under the 
Fool and Drug Administration's "Guidelines for Svaluatiag 
Elecsromagnezic Exposure Risks for Trial of Clinical NMR 
Syszezs" ала "Guidelines on Premarket Approval of 
Applications for NMR Imaging Systems;" "Manufactures 
Guidelines for Safe Operation of Equipment and Site 
Specifications;" or, the clinical protocol outiinei by the 
director of the NMR facility. Тһе following minimum safety 
requirements shall be met: 

а. Safety of patients and others must be ensured by 
placement of the unit іп a location where its effect upon 
patients with sensitive electronic devices, such as 
pacemakers, will 5e protected. A safety manual shall be 
developed. 


b. The location should be situated and constructed 


80 as to obviate 111 effects of the magnetic field upon 
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sensitive devices such as EXG, EZG, computers, etc. 


с. Ready access to the facility by hospital 
patients should be provided and in a location where 


appropriate emergency medical procedures are available. 


2. Staffing Requirements. Applicants for NMR shall 


document staffing patterns. At a minimum the following 


staffing requirements shall be met: 


а. The facility shall be directed by one full time 


board eligible radiologist o: nuclear medicine imaging 


physician or any other board eligí5le licenses physician 


whose primary responsibility during the three years prio: to 


submission of a certificate o? лее3 request has Seen іп the 


acquisition and intezpretazion 24 clinical images. sais 


individual shall have a knowleige 32 NMA ісзаҙілі ta:2uga3 
training, experience, ос documented post gracuate 

education. Іп addition to all of the above, the indivilua: 
shall document a minimum оќ one week of 


with a functional NMR facility. 

b. One full-time medical physicist of NMR 
scientist, with at least one year experience in diagnosıic 
imaging, shall be — during normal operating hours 
for any facility using the NMR system for anything other 
than proven clinical application. 

с. Оле full-time НМА technologist who is a 
certified zadlologic technologist - radiographez ос a person 
who has had equivalent education,training and experience 
shall be on site in the NMR facility at all times during 
operating hours. This individual must be experienced in 
computed tomography or other cross sectional imaging 
methods, oc must have equivalent training in NMR 
spectroscopy. 

4. A physician shall be available on site during 
operating hours within the institution housing the НМА 


facility. 
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e. Other appropriate physicians shall 5e available 
during operating hours in clinical specialties such аз 
neurology, neuro-surgery, oncology, and cardiology. 

f. During operating hours, an emergency zoom 
physician or technician shall be available within the 
institution housing the NMR facility to ensure appropriate 
emergency medical procedures. 

3. Education and Training. Ап applicant proposing 
to establish an ММА facility must provide evidence of ап 
appropriate continuing education program for current апі new 
staff. 


4. Cooz2insztioan 2% Services. NMR scanning shai 


t 
o 
o 


limited to provea clinical applisatisns. fash applicant 
must document 2 sooréinaze2 system ol services 2 ensure 


appropriate lazecvention ind treatment for жаса specific 


behalf an asplicacion i Sled gar), Save active 22022225 in 
neurology and onsoiogy directed оу board seseifiec ог board 
eligible physicians with specialties in these а:еав. 
Documentation must also include an active celezzal systen 
withia othez specialty areas such as cariiclozy and physical 
medicine. Where applicable, contractual arrangements as 
well as shared services agreements with other health сате 
facilities must уе locumented. 

$. Minimum Scope of Service. The applicant must 
provide a full range of diagnostic imaging modalities for 
verification and complementary studies. These should 
include computed tomography, ultrasound, angiography, 
nuclear medicine and conventional radiology. Hospitals 
which have a contractual arrangement with a freestanding NMR 
facility must also meet this cequirement. 

(e) Access to Services. 


1. Hours of Operation. Each NMR unit must be 


accessible to patients in need for at least 50 hours per 
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week. Тһе applicant must document the manner іп which this 


requirement will Se met. 


2. Discriminatory Practices. Each applicant for an 
NMR facility shall assure that, within the scope of its 
available services, neither the facility noc its 
participating medical personnel shall have policies or 
procedures which would exclude patients 5ecause of race, 
color, age, sex, ethnicity, ос ability to pay. 

(21 Service Charges. The applicant must show that 
charges will зе reasonable in view of average cost 


projections. Charges to Medicare inpatients shall be 


limited to Medicare zeínb5ursement for diagnosis zelazel 


groups (DRGs) under the Prospective Payazenz Syscen. 
(3) Data Collection and Reporting. Applisaacs 
granted a certificate of nee2 shall provide the State Не. 


Planning Agency, оп an annual Sasis, заза леше всу 


т жат 
future planning, insiudias, but not limizel 22, she 
following elements: 

1. Total number 24 procelures performed; 

25 Total number of inpatients scanned; 

3. Total number of outpatients scanned; 

4 Number of procedures by type of diagnosis; 


5. Average number of procedures by Diagnostic 
Related Group (DRG) categories; 
6. NMR average actual scanning time; 
7. Total cost of NMR facility for the fiscal year; 
8. Average cost par procedure showing direct and 
indirect charges; 
9. Total routine operating cost for the fiscal 
year; and 
10. Total research cost for the fiscal year. 
The applicant shall also participate in в natíonal data 
base, such as the NHR Registry of the American College of 


Radiology. 
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(8) Procedures Estimation Methodology. NMR patient 
secvice volume shall be based оп a DRC disease 
classification system of inpatients and, the nunber of 
outpatients іп receipt of CT scans fron the respective 
hospitals. Under the disease classification systen, shown 
in paragraph (К), the DRGs аге classified and cranked in 
relation to the expected applicability of NMR imaging. 
Diagnoses for which NMR imaging із not likely to 5e useful 
in its current application fall into Category 1. Category 2 
includes those diagnoses for which NMR imaging may Se a 
useful secondary imaging modality in some cases. Category 3 
encompasses diagnoses for which NMR is likely to be a useful 
secondary imaging modality. Category 4 inziudes those 
diagnoses for which NMR is expected to Se the primary 
imaging modality. Pirsz, the methodology ciassities the 
total aumber of inpatient adnissions ¿nto the four 


categories above. The admission total for eaca category is 


then multiplied 5v a corresponding utilization facto: of 
zero, five, fifteen and fifty percent, гезрессіуеіу. This 
derives the estimated number of inpatients most likely to 
benefit from NMR services. Secondly, the methodology 
identifies the total number of outpatients referred for CT 
scanning during the previous fiscal year. A twenty-five 
percent utilization factor із applied to that total ín order 
zo derive the number of outpatients most likely to benefit 
from NMR imaging. Inpatient and outpatient estimates are 
summed to derive the total NMR volume for the first year of 
operation. The mathematical formula for calculating volume 


estimates is as follows: 


ЕС = .50 (TN¿) + .15 (TN3) + +05 (TN2) + .25 (тн) 


Wheres 

EC = Estimated NMR patient service volume for the first 
or next year of operation 

TN, a Total number of inpatient hospital admissions іп DRG 
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Category 4 for the preceding fiscal year 


ты; a Total number of inpatient hospital admissions іл DRG 
Category 3 for the preceding fiscal year 
тн; +. Total number of inpatient hospital admissions іл DRG 


Category 2 for the preceding fiscal year 


тч, = Total number of outpatients who received CT scans 


for the preceding ‘fiscal year. 
(1) Afaimum Service Volume. An applicant proposing 


to develop a new NMA facility and acquire an initial NMR 


System ausit document a patient service volume of at ез 


2900 patients who could potentially benefit from services 


during she first уезі of operation base! ол the formula 


contained іп »azagrası (a). 

(3) Submission 2% 5:222::215 Diti. Zasa applicanz 
shall iaciule іп it's ізрісгсасіәг 
estimate NUR inpatien: service volume 227 222 iiri 
Overacion. The data shail Je sz2aittel 
outlined in parazza22 (К), апі shall inclu 


hospital inpatients 102 saca 


the total for, each :especciíve catesarv. Applicants must 


also provide the total number of outpatients who received 


0 
С) 


scans during the preceding fiscal year. 
(к) Diagnosis Relate Groups (DRGs) Disease 
Categories. 
1. DRGs by Weight Category, Category с. 
003, 012 (Surgical DRG) CaANIOTOMY AGE LESS THAN 18 
004, 01P, SPINAL PROCEDURES 
009, 01M, (Hedical DRG) SPINAL DISORDERS $ INJURIES 
010, 0123, NERVOUS SYSTEM NEOPLASMS AGE GREATER THAN = 70 
SUSSTANTIAL COMORBIDITY OR COMPLICATION (C.C.) 
011, 01M, NERVOUS SYSTEM NEOPLASMS AGE LESS THAN 70 
WITHOUT SUBSTANTIAL COMORBIDITY OR COMPLICATION 


(W/O C.C.) 


012, 01M, DEGENERATIVE NERVOUS SYSTEM DISORDERS 


*Please refer to Chapter 10.5.11(29) for complete DRG Category listing. 
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431, 19M, CHILDHOOD MENTAL DISORDERS 
433, 20, SUSSTANCE 052 & SUBSTANCE INDUCED ORGANIC 
MENTAL DISORDERS, LEFT ARM 
434, 20, DRUG DEPENDENCE 
435, 20, DRUG USz ЕХСЕ?Т DEPENDENCE 
436, 20, ALCOROL DEPENDENCE 
439, 21Р, SKIN ақта FOR INJURIES 
440, 21Р, WOUND DEBRIDEMINTS FOR INJURIES 
441, 21P, HAND PROCEDURES FOR INJURIES 
447, 21%, ALLERGIC REACTIONS AGES GREATER THAN = 18 
448, 21M, ALLERGIC REACTIONS AGE 0-17 
456, 22 , BURNS, TRANSFERRED TO ANOTHER ACUTE CARE 
FACILITY 
457, 22 , EXTENSIVE 3URNS. 
45%, 22Р, NON-EXTZNSIVE BURNS WITH SKIN GRAFTS 
459, 22?, NON-ZXTENSIVE BURNS WITH WOUND DZBRIDZXZX7 | 
OTYER 9.R. PROC 
460, 22M, "NON-EXTZNSIVE BURNS Я/9 О.А. PROCEDURE 
461, 23P, 0.8. PROC WITH DIAGNOSES OF OTHER CONTACT WITH 
HEALTH SERVICES 
462, 22%, REHABILITATION 
463, 23m, SIGNS % SYMPTOMS WITH С.С. 
464, 23M, SIGNS & SYMPTOMS W/O С.С. 
467, 234, OTHER FACTORS INTLUNCING HEALTH STATUS 
(1) Review. А review of the use factors under the 
Procedures Estimation Methodology will Se conducted not 
sooner than two years from the date the rule Secomes 
effective and no later than every four years thereafterward. 
SPECIFIC AUTHORITY: 381.031(1)(9)11, F.S. 
381.493(2), F.S. 
381.494(1) (c) (41 (6) (7) (81, F.S. 
LAW IMPLEMENTED: 381.494(1) (с) (4) (6) (7) (8), F.S. 
HISTORY: NEW 1-1-77, AMENDED, 11-1-77, 6-5-79, 


4-25-80, 2-1-81, 4-1-82, 7-22-82, 
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11-9-82, 2-13-83, 4-7-82, 6-9-83, 


6-10-82, 12-12-83, 3-5-84, 5-14-84 
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ATTACHMENT С 


RADIATION THERAPY 


10-5.11 Criteria Against Which Applications Are Evaluated 


(17) A Certificate of Need for an applicant health care 
facility to acquire and place in operation a radiation 
therapy unit (cobalt, linear accelerator, betatron) 

shall not be issued unless each existing radiation therapy 
unit within the health service area is performing more 
than 6,000 treatments (patient visits) per year. 
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ATTACHMENT D 


TATE OF FLORIDA 
DEPARTMENT ОҒ EEALTE AND REZABILITATIVE SERVICES 
CHAPTER 10-5, FLORIDA ADMINISTRATIVE CODE 
PROCEDURES FOR TEE ADMINISTRATION OF SECTIONS 
381.493 - 381.499, FLORIDA STATUTES, HEALTE 
FACILITIES AND HEALTE SERVICES PLANNING АСТ 
"CRITZRIA AND STANDARDS FOR CARDIAC CATEETERIZATION 
LABORATORIES AND OPEN EEART SURGERY PROGRAMS" 


10-5.11(15) (а) Cardiac Catheterization Laboratories. A cardiac 
catheterization laboratory is defined as a room or suite of rooms іп а 
hospital which has the equipment, staff and support services recuireé to 
perform angiographic and physiologic cardiac catheterization procedures, and 
which is customarily used to perform cardiac catheterization procedures. 
Cardiac catheterization laboratories performing angioplasty must meet the 
conditions described in (i) 5. b., below. 

(b) Cardiac Catheterization. Cardiac catheterization is defined as a 
medical procedure used as a diagnostic and therapeutic tool for heart and 
circulatory conditions. A long tube is inserted into a blood vessel in a 
patient's arm 5: leg. Ву careful manipulation, the tube travels along the 
course of the blood vessel to the heart. ! 

(с) Coronary angioplasty. Coronary angioplasty is defined as the 
dilation of narrowed segments of the coronary vessels. 

(d) Procedure. Procedure means an angiographic study, a physiologic 
study or a therapeutic activity within a cardiac catheterization laboratory 
which utilizes the equipment customarily used in cardiac catheterization. 

(е) Service Area. Service Area means ап HRS service district. 

.(f) Departmental Goal. Тһе Department will consider applications for 
cardiac catheterization laboratories in context with applicable statutory and 
rule criteria. The Department will not normally approve applications for new 
cardiac catheterization laporatories in any service area uiless additional 
need is indicated, as calculated by the formula in paragraph (1) below, anc 
unless the application satisfies the requirements set forth in paragraph (о) 
below. 

- (9) Service Availability. 

1. Each cardiac catheterization laboratory shall be capable of 

roviding a range of angiographic studies, for example, angiocardiography, 

coronary arteriography, and pulmonary arteriography, and physiologic studies 
‚for example, measurement of cardiac output or intracardiac pressure, avoiding 
the need to move patients to perform relatec procedures. Applicants for 
cardiac catheterization laboratories shall document the manner in which they 
will meet this requirement. 

2. Each cardiac catheterization laboratory shall be capable of 
providing immediate endocardiac catheter pacemaking in cases of cardiac 
arrest. Applicants for cardiac catheterization laboratories shall document 
the manner in which they will meet this recuirement. 

3. A range of non-invasive cardiac or circulatory diagnostic services 
must be available within the health care facility itself, inclucing: 

a. Eematology studies or coagulation studies; 

b. Electrocardiography; 

c. Chest x-ray; 

6. Blood gas studies; 

€. Clinical pathology studies and blcoc chezistry analysis; 
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f. Nuclear studies pertainine to cardiology; and, 

с. Echocardiography. 

4. The following services rust be available, either within the health 
‘care facility itself or via referral: 

а. Pulmonary function testing; апа, 

b. Microbiology studies. 

(h) Service Accessibility. 

1. Travel Time. Cardiac catheterization shall be available within a 
maximum automobile travel time of 2 hours, under average travel conditions, 
for at least 90% of a service area's population. 

р 2. Hours of Operation. Every cardiac catheterization laboratory 
shall have the capability of rapid mobilization of the study team for 
emergency procecures 24 hours а day, 7 Gays a week. Applicants for cardiac 
catheterization laboratories shall document the manner in which they will meet 
this recuirement. 

3. Underserved Population Groups. Cardiac catheterization shall be 
available to all persons in need. А patient's eligibility for cardiac 
catheterization shall be independent of the ability to pay. Cardiac 
catheterization services shall be available in each service area to Medicare, 
Medicaid and indigent patients in need. 

(i) Service Quality. 

1. Accreditation. Any institution providing cardiac catheterization 
must have full JCAH accreditation for special care units, or AOA 
accrecitation. | 

| 2. Availability of Health Personnel. Any applicant proposing to 
establish a cardiac catheterization laboratory must document that adeguate 
numbers of properly trained personnel will be available to perform in all of 
the following capacities during cardiac catheterization procedures: 

а. A laboratory director, board-certifiec or board-eligible in 
internal medicine, pediatrics or radiology with subspecialty training in 
cardiology or cardiovasenlar radiology; 

b. A board-certified or board-eligible physician with training in 
cardiology or radiology who will be present during examination; 

c. Support staff, Specially trained in critical care of cardiac 
patients, with a knowledge of cardiovascular medication and an understanding 

“of catheterization ecuipment; `` 

а. Support staff, highly skilled in conventional radiographic 
technicues and angiographic principles, knowledgeable in every aspect of 
catheterization instrumentation, with a thorough knowledge of the anatomy and 
phvsiclosy of the cardiovascular svstem; 


e. Support staff fnr patient observation, handling blood samples anc 
performing blood cas evaluation caiculations; 

f. Support staff for monitoring physiologic data and alerting the 
physician of any changes; 

g. Support staff to perform systematic tests and routine maintenance 
on cardiac catheterization eguizzent, who must be available immeciately in the 
event of equipment failure durine a procedure; and, 

Support staff, trained in photograshic processing and in the operation 


cf automatic processors used for both sheet and cine film. 


3. Staff Training. There shall be an oncoing program of staff 


ecucation and skills upgrade. This should include both an in-house program 
for maintenance алс enhancement of skills and opportunities for attending 


external seminars anc post-graduate courses, whenever possible. Also there 
zall be ongoing training in the handl 


ing of carcio-respiratory emergencies уу 
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cardiac catheterization personnel. Applicants for cardiac catheterization 


laboratories shall document the manner in which they will meet this 
requirement. 


4. Minimum Service Volume. In order to assure quality of service, 
there shall be a minimum of 300 cardiac catheterizations performed annually in 
any adult cardiac catheterization laboratory within three years following its 
initiation of service. In order to assure quality of service, there shall be 
a minimum of 150 pediatric cardiac catheterizations performed annually in any 
laboratory performing pediatric cardiac catheterizations, within three years 
following its initiation of service. 
must document that proposec 
requirements. 

5. Coordination of Services. 

a. Cardiac catheterization laboratories proposed in a facility not 
performing open heart surgery must submit, at the time of certificate of need 
application, a written referral agreement with a facility providing open heart 
surgery services which is within 30 minutes' travel time by emergency vehicle 
under average travel conditions. 

b. Cardiac catheterization laboratories where coronery angioplasty is 


performed must be located in health care facilities which also provide open 
heart surgery. 


splicants for either of these services 
laboratories can meet these minimum volume 


C. Pediatric cardiac catheterization laboratories must be located in a 
ест іп which pediatric open heart surgery is being performed or for which 
a currently valid certificate of need has been issued for the establishment of 
such service, wherever possible. 

(3) Service Cost. Cost data for cardiac catheterization units, among 
similar institutions, shall be comparable when patient mix, reimbursement 
mechanisms, cost accounting methods,-labor market differences and other 
extenuating factors are taken into account. 

(k) Relationship with Local and State Health Plans. The provision of 
cardiac catheterization in the service area shall be consistent with the needs 
reflected in the local health pian and the Flor:da State Health Plan. 

(1) Need Determination. The need for cardiac catheterization 
capacity in a service area shall be determined by computing the projected 
number of cardiac catheterization procedures in the service area. ‘The 
following formula shall be used in this determination: 


Nx = Uc x Py 


Where: 

к, = Number of catheterization procedures projected to 
be delivered in Year Х; 

Ue = 1981 use rate (number of procedures per hundred 
thousand population) in the service area; 

Py = Projected population in the service area in Year 
X; and, 

Year X = 


The year in which the proposed cardiac 
catheterization laboratory would initiate 


service, but not more than two years into the 
future. 


(m) In the case of proposed pediatric cardiac catheterization 
laboratories, the use rate employed in the need determination formula shall be 
based on the service area population under the age of 15 years. 

(n) In any service area with no cardiac catheterization laboratories, 


the statewide use rate will be emploved in determining the need for cardiac 
catheterization service. 


-25- 


(o) 1. There shall be no additional adult cardiac catheterization 
laboratories established іп- а service area unless: 

a. The average number of catheterizations performed per year by 
existing and approved laboratories performing adult procedures in the service 
area is greater than 600; and, 


b. The conditions specified in (i) 4., above, will be met by the 
proposed laboratory. 


2. There shall be no additional pediatric cardiac catheterization 
laboratories established unless: : 

a. The average number of pediatric procedures performed per year in 
existing and approved laboratories in the service area is greater than 275; 
and, 


b. The conditions specified in (i) 4., above, will be met by the 
proposed laboratory. 

3. Applications proposing to establish cardiac catheterization 
laboratories will not be approved if they would reduce the average volume of 
procedures performed by laboratories in the service area below 600 adult 
procedures and 275 pediatric procedures, based on projected need in the 
service area. 

10-5.11(16) (a) Open Heart Surgery Program. An open heart surgery 
program is defined as г room or suite of rooms іп a hospital, equipped for 
cpen heart surgical procedures and staffed with qualified surgical teams and 
support staff. 

'(b) Departmental Goal. Тһе Department will consider applications for 
open heart surgery programs in context with applicable statutory and rule 
criteria. Тһе Department will not normally approve applications for new open 
heart surgery programs in any service area unless the conditions of (h) and 
(k), below, are met. 

(c) Service Availability. 

1. Each adult open heart surgery program must have the capability to 
provide a full range of procedures. including, at a minimum: 

a. Repair or replacement of heart valves; 

b. Repair of congenital heart defects; 

c. Cardiac revascularization; 

d.. Repair or reconstruction of intrathoracic vessels; and, 

e. Treatment of cardiac trauma. 

Applicants for open heart surgery programs shall document the manner in which 
they will meet this requirement. 

2. Each open heart surgery facility must have the ability to 
implement and apply circulatory assist devices such as intra-aortic balloon 
assist and prolonged cardiopulmonary partial bypass. Applicants for open 
heart surgery programs shall document the manner in which they will meet this 
requirement. 

3. Тһе following services must be provided in the health care 
facility within which the open heart surgery program is located and must be 
capable of fulfilling the requirements of an open heart surgery program: 

a. Medicine, for example, cardiology, hematology, nephrology, 
pulmonary medicine and infectious diseases; 

b. Pathology, for example, anatomical, clinical, blood bank and 
coagulation lab; 

c. Anesthesiology, including respiratory therapy; 

d. Radiology, for example, diagnostic nuclear medicine lab; 

e. Neurology; 

` f. Cardiac catheterization laboratory; 
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8. Non-invasive cardiographics lab, for example, electrocardiography 
including exercise stress testing, and echocardiography; 

h. Intensive care; and, 

i. Emergency care available 24 hours per day for cardiac emergencies. 


4. Each open heart surgery program shall be able to provide 500 open 
heart operations per year. 


(d) Service Accessibility. 

1. Travel Time. Open heart surgery shall be available within a 
maximum automobile travel time of 2 hours uncer average travel conditions for 
at least 90% of a service area's population. 

2. Hours of Operation. Open heart surgery programs shall be 
available for elective procedures 8 hours per дау, 5 days a week. Each open 
heart surgery program shall possess the capability for rapid mobilization of 
the surgical anc medical support teams for emergency cases 24 hours per day, 7 
Gays a week. Applicants for open heart surgery programs shall document the 
manner in which they will meet this requirement. 

3. Waiting Period. Elective open heart surgery shall be alle 
auickly enough to avoid endangering a patient's health. Open heart surgery 
teams shall be available for emergency procedures within a maximum waiting 
period of 2 hours. 

4. Underserved Population Groups. Open heart surgery shall be 
available to all persons in need. A patient's eligibility for open heart 
surgery shall be independent of the ability to pay. Open heart surgery shall 
.be available in each service area to Medicare, Medicaid and indigent patients. 

(e) Service Quality. 

1. Accreditation. Any institution proposing to provide open heart 
surgery must have full JCAH accreditation for special care units, or AOA 
accreditation. 

2. Availability of Health Personnel. Any applicant proposing to 
establish an open heart surgery program must document that adequate numbers of 
properly trained-personnel will be available to perform in the following 
capacities during open heart surgical procedures: 

a. A cardiovascular surgeon, board-certified by the American Board of 
Thoracic Surgery, or board-eligible; 

b. An assistant to the operating surgeon; 
c. A board-certified or BR anesthesiologist trained in 
open heart surgery; 

d. Support staff, such as a registered nurse or certified operatina 
room technician, trained to serve in cardiac procedures to perform circulating 
duties; and, 

e. Support staff to perform extracorporeal perfusion. 

3. Following open heart surgical procedures, patients shall be cared 
for in an intensive care unit which provides 24 hour nursing coverage with at 
least one registered nurse for every two patients during the first hours of 
post-operative care for both adult and pediatric cases. There shall be at 
least two fully-cualified cardiac surgeons on the staff of a hospital with an 
open heart surgery program, at least one of whom is board-certified and the 
other at least board-eligible. One of these surgeons must be on-call at ail 
times. A clinical cardiologist must be available for consultation to the 
surgical team and responsible for the medical management of patients as well 
as the selection of suitable candidates for surgery along with the 
cardiovascular surgical team. Backup personnel in cardiology, anesthesiology, 
pathology, thoracic surgery and radiology shall be immediately available in 
case of. an emergency. Twenty-four hour per day coverage must be arranged for 
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the operation of the extracorporeal oxygenator.. All members of the team 
involved in the care of cardiovascuiar surgical patients must be proficient in 
cardiopulmonary resuscitation. 

4. Minimum Service Volume. There shall be а minimum of 200 adult 
open heart procedures performed annually, within 3 years after initiation of 
service, in any institution in which open heart surgery is performed for 
adults. There shall be a minimum of 100 pediatric heart operations annually, 
within 3 years of initiation of service, in any institution in wnich pediatric 
open heart surgery is performed, of which at least 50 shall be open heart 
surgery. 

| 5. Availability of Needec Space, Support, Equipment and Supplies. 
Any hospital proposing or operatinc an open heart surgical program shall have 
a written plan specifying projected caseloads and projected space, support, 
equipment and supply needs for open heart surgical procedures and patients. 

(£) Cost Effectiveness. | 

1. Availability of Less.Costly Alternatives. Services shall be 
offered at the least expensive level which is consistent with each patient's 
needs. 

2. Patient Charges. Charges for open heart surgery in г hospital 
shall be comparable with the charges established by similar institutions іп 
the service area, when patient mix, reimbursement methods, cost accountings 
methods, labor market differences and other extenuating factors are taken into 
„account. 

.(g) Relationship with Local and State Health Plans. The provision of 
open heart surgery in the service area shall be consistent with the needs 

reflected in the local health plan and the Florida State Health Plan. 

| (h) Need Determination. The need for open heart surgery programs іп 
a service area shall be determined by computing the projected number of open 
heart surgical procedures in the service area. The following formula shall be 
used in this determination: 


Nx = Uc x Ру 


Where: 

Ny . = Number of open heart procedures projected for 
Year X; 

Ue = 1981 use rate (number of procedures per hundred 

Е thousand population) іп the service area; 

P. ш Projected population in the service area in Year 
Х; and, 

Year X = 


The year in which the proposed open heart surgery 
Program would initiate service, but not more than 
two years into the future. | 

(i) Іп the case of ргорозеё pediatric open heart surgery programs, 
the use rate employed in need determination will be based on the service area 
population under the асе of 15 years. 

(3) In any service area with no open heart surcery programs, the 
statewide use rate will be emplcyec in determining the need for open heart 
` surgery programs. | 

(k) 1. There shall be no additional open heart surgery programs 
established unless: 

a. the service volume of each existing and approved open heart surgery 
program within the service area is operating at and is expected to continue to 
Operate at a minimum of 350 adult open heart surgery cases per year or 130 
ребігегіс heart cases per year; anc. 

.b. the conditions specified іп (е) 4., above, will be met by the 
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PSYCHIATRIC AND SUBSTANCE ABUSE 


Introduction 


The prevalence rates of mental illness and other mental health problems are 
not well documented. Generally accepted mental health status indicators include 
suicide rates, admissions to mental health institutions, service utilization data 
and epidemiologic field survey data. The U.S. Department of Health and Human 
Services defines mental health as "a relatively enduring state of being in which 
an individual is reasonably satisfying to self as reflected in his/her zest for 
living and feeling of self-realization. It also implies a large degree of adjust- 
ment to the social environment as indicated by the satisfaction derived from 
interpersonal relationships, as well as achievements". 


An epidemiologic field survey was conducted by G. N. Warheit and Associates 
(Department of Psychiatry, University of Florida at Gainesville) between 1973 
and 1976 in five Florida counties to measure depression, anxiety, psychosocial 
dysfunction, general psychopathology, and cognitive impairment in a population 
Sample approximating Florida's population on race, age, sex, marital status 
and educational level. Based on the sample, Warheit and Associates established 
the following rates for a given population: 


Normal 60.3% 
Consultation/Education 27.5% 
Outpatient 9.8% 
Inpatient 2.4% 


In District IX, the projected 1990 January 1 population estimate is 1,196,191 
of which 28,709 could require inpatient mental health services. This figure, 
however, should be used with great caution since the state of the art with 
respect to mental health epidemiology is rather underdeveloped. 


Prevalence rates for alcoholism are based on social indicators such as alcohol 
related arrests, accidents, alcohol consumption, and incidence of cirrhosis of 
the liver. Drug abuse prevalence data is even more difficult to establish. 
Common indicators are death rates from overdose, emergency room data, drug- 
related arrests, and program utilization data. 


The Commission on Accreditation of Hospitals defines substance abuse as "the 
use of any drug, chemical or substance in which the manner that the adverse, 
biological, psychological or social consequences of such use outweighs the bene- 
fits". Substances include alcohol, opium, cocaine, marijuana, methadone, other 
synthetic narcotics, other stimulants, depressants, and other halucinogens. 

The problem of alcohol and drug abuse is widespread throughout the United 
States, affecting individuals of every race, sex, age and socioeconomic status. 


One social indicator technique developed by Parker Morden in 1974, estimated 
that 8.1% of District IX residents are problem drinkers. National statistics 
indicate that over 50% of all motor vehicle accident deaths are alcohol related. 


Drug abuse is a major health problem that has received serious national attention 


in the recent past. One of the dominant concerns about the use of marijuana and 
other psychoactive drugs is the reduction in motivation and performance they may 
produce when used chronically, particularly by children and adolescents. Although 
the emphasis of drug abuse programs has been directed toward children and young 
adults, older adults and the elderly are also major drug abusers. Over-medication, 
particularly of older persons, with prescribed drugs, is responsible for a large portion 
of iatrogenic illness (ill health arising out of the medical care process, itself) requir- 
ing hospital care. Women are also greatly at risk in terms of iatrogenic illness. 
A study conducted in the early 1970's by Dr. Carl D. Chambers, former Director 
of Research for the New York State Narcotics Control Commission, found that 
an astonishing seventy percent of the habitual users were women. Almost half 
of American women (45%) used mood-altering drugs regularly in the early 1970's. 
There is great concern about the danger of prescribing tranquilizers that may mask 
a critical condition. An analysis of several leading medical journals in 1972 showed 
that the advertisements strongly tended to associate psychoactive drugs with female 
patients and nonpsychoactive drugs with male patients. It has been noted, however, 
that in the recent past, the numbers of prescriptions for valium have fallen but 
this situation still warrants close scrutiny by health professionals. 


Health System Factors 


Services/Settings 


Hospital inpatient psychiatric and substance abuse services are categorized into 
short term and long term services and whether they are located in general hospi- 
tals or free standing specialty hospitals. These definitions, access standards and 
utilization criteria can be found in the Department of Health and Rehabilitative 
Services Rule No. 10-5.11(25), (26), (27), which has been included here as Appendix 
A. 


Facilities - Current Capacity/Utilization 


cm 7 TABLE I 


SHORT-TERM PSYCHIATRIC AND SUBSTANCE ABUSE INVENTORY 
(AS OF APRIL 1985) 


Licensed Желкен Licensed |Approved 
Psychiatric |Psychiatric |Substance |Substance 
Specialty Hospital Beds .. |Beds Abuse Beds |Abuse Beds 


Indian River Community Mental 7727 | 
Health Center (Savanna) з 

45th Street 

Mental Health 


ente 


Lake Hospital of the Palm 
Beaches OSEE 


Psychiatric Institute CH IONS "eu CF x 
Totals A 
General Hospital DA DA A І 
Humana Hospital Palm Beaches | 0 | 88 | 0 | 0 
Sebastian River Medical Center ЖЕНЕ “ЖИН КЕМЕГІМЕН NENNEN ЖЕНЕ UND 


awnwood месса enter 


JFK Health Institute 


Lake Hospital of the Palm Beaches is the only institution іп 1984 


TABLE II 


1984 ANNUAL LICENSED SHORT TERM 
PSYCHIATRIC OCCUPANCY STATISTICS 


Hospitals Rate Admissions |LOS 
ДЕК Memorial ). 9 6 4: 25. 
Hospital@ 
Specialty 
Hospitals 
Indian River 
Community 
Mental Health 
Center - 

Lake Hospital 
of the Palm 
Beache 

45th Street 
Mental 
Health 


Licensed Available |Days 


15 15 3,463 99.5% 667 8.2 


389 35.3 


m Е u i DEN 


“IFK Memorial Hospital began reporting psychiatric data in ee 1984. 


bLake Hospital has 30 adult beds and 26 adolescent beds. In 1984, the adult beds 
ғап at 68.4% and the adolescent beds ran at 65.4%. 


onte 
TOTALS 


€ Formerly called the Palm Beach County Community Mental Health Center, 
this facility utilizes 15 of its licensed beds for a geriatric psychiatric project. 
These beds are included in the occupancy rate and the average length of stay 
was 30 days. 


TABLE III 


1984 ANNUAL LICENSED SHORT TERM 
SUBSTANCE ABUSE OCCUPANCY STATISTICS 


Licensed Beds 
No. of Average 
| Admissions | LOS 


5,354 109.4% 


EMEN 22. om 
Available |Days Rate 


Humana 
Hospital 
Se bastian * 


16 16 


Lake Hos- 
pital of ` 
the Palm 
Beaches 


TOTALS [7,952 | 740% | 361 | 
*Data is EE March - шайы 1984. 


that reported 


short term psychiatric beds for adolescents and short term substance abuse beds. 
Sebastian River Medical Center began reporting its substance abuse beds in March, 
1984, after they were licensed as such. 


During 1984, there were по licensed long term psychiatric or long term substance 
abuse beds in District IX. АП of the approved beds, except for 40 beds in 
the United Medical Corporation approval, will be for the treatment of adoles- 
cents. All of these beds will be located within specialty hospitals. 


TABLE IV 


APPROVED LONG TERM PSYCHIATRIC AND SUBSTANCE ABUSE BEDS 
DISTRICT IX 


Approved Approved 
Psychiatric Substance 
Beds Abuse Beds 

Psychiatric Institute of Deira 

Hospital Management Associates 

(Boca Raton) 


United Medical Corporation 
TOTALS 


Physical Status 


Lake Hospital of the Palm Beaches has received a Certificate of Need to build 
a replacement facility on its existing grounds in Lake Worth, Palm Beach County. 
This replacement is necessary due to the inadequate square footage of the 


present facility and the extensive termite damage already received by the 
facility. 


Service Areas 


In order to plan for short term psychiatric and short term substance abuse 
inpatient beds, District IX has been divided into two subdistricts. Тһе access 
standard of 45 minutes under average travel conditions for at least 9096 of 


the service area's population for short term psychiatric is satisfied under this 
division. 


Subdistrict One: Indian River, Martin, St. Lucie and 
Okeechobee Counties 


Subdistrict Two: Palm Beach County 
In order to plan for long term psychiatric and long term substance abuse inpa- 
tient beds, the access time of two hours for these services for 9096 of the 
population would not allow for the division of the District into subdistricts. 
Therefore, the District as a whole, will be the service area. 
System Characteristics 


Cost 


To be developed. 


Availability 


Chapter 10-5.11(25), Florida Administrative Code, specifies a ratio of 
-35 short term psychiatric beds per 1000 population projected five years 
into the future. Utilizing this ratio with the projected population of the 
planning subdistricts yields the following: 


Existing + 
# of Beds Approved (+) Need/ 
Subdistrict 1990 Population (.35/1,000) Beds Surplus (-) 
One 361,670 127 110 + 17 
Two 834,521 292 294 - 2 


The short term psychiatric inpatient bed need is further broken down by 
the type of hospital in which the beds will be located. 


The short term substance abuse bed need ratio as specified in Chapter 
10-5.11(27) is .06 beds/1,000 population. Utilizing this ratio with the pro- 
jected population of the planning subdistricts yields the following: 


Existing + 
# of Beds Approved (+) Need/ 
Subdistrict 1990 Population (.06/1,000) Beds Surpius (-) 
One 361,670 22 36 -14 
Two 834,521 | 50 33 +17 


There are presently по bed need ratios for the long term care services. 
However, the Office of Health Planning and Development, HRS, has formu- 
lated an amendment to these regulations that would incorporate, without 
the short term and long term care distinctions, the need for all beds into 
one overall ratio. This amendment has been challenged and will not become 
effective until all challenges are resolved. 


Accessibililty 
To be developed. 


Acceptability 
To be developed. 


Quality 
To be developed. 
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Program Policies and Priorities 


In addition to the Psychiatric and Substance Abuse Methodology (Florida Adminis- 
trative Code Chapter 10-5.11 (25), (26), (27)), the District IX Health Council has 
established the following policies and priorities which should be used concurrently 
in planning psychiatric and substance abuse hospital bed need and allocation. 


Program Policies 


(As Defined by the Following Goals and Objectives) 


Goals: 


Psychiatric and substance abuse services should be available and accessible to all 
individuals in District IX. 


Psychiatric and substance abuse program patients shall be assured comprehensive 
and coordinated services which meet acceptable standards to guarantee quality, 
continuity and consistency of care. | 


Objectives: 


To be developed. 


Program Priorities 
(As Defined by the Following Recommendations by 


Priority Ranking) 


I. A. The following subdistricts are identified for the purpose of allocating short 
term psychiatric and substance abuse beds: 


a. Subdistrict One (Indian River, Martin, St. Lucie, and Okeechobee Counties). 
b. Subdistrict Two (Palm Beach County) 


В. Glades Area: New applications in the Glades area should not be considered 
as competing applications with the Palm Beach County Subdistrict. Consid- 


eration should be given to patient flow patterns from neighboring Hendry 
County into the Glades Areas 


RATIONALE: The short term psychiatric access standard states that these services 
should be available to at least 9096 of the service area's population within 45 minutes 
driving time under average travel conditions. This access standard warranted the 
breakup of District IX into two subdistricts. However, the Glades Area situation 
is unique in the District. The Glades Area is defined as that portion of western 
Раіт Beach County comprising population zone 099001. Currently, this area is 
included with the subdistrict of Palm Beach County. However, it would not be 
practical nor fair to compare the very rural Glades region with the highly developed 
urban coastal regions. The poor east-west highways and basic lack of transportation 
prohibit residents of the Glades area from utilizing services on the coast. Hence, 


their special needs should be addressed separately and distinctly from the rest 
of Palm Beach County. Furthermore, because Hendry County and western 
Palm Beach County are adjacent and are both very rural and somewhat isolated 
from the coastal areas, their needs should be considered concurrently. Many 


residents in both Hendry and the Glades visit the other for a variety of services 
including health care. 


II. The methodologies in Rule No. 10-5.11 (25), (26), (27) should be utilized 


on a subdistrict basis for short term psychiatric and substance abuse 
hospital inpatient services. 


RATIONALE: Without more concrete data on the criteria that determine the 


need for such services, the District IX Health Council will utilize the present 
HRS methodology. 


Ш. Іп regard to long term care psychiatric and substance abuse services, 
District IX will not be broken up into subdistricts for planning purposes. 


RATIONALE: The access standard for long term psychiatric services of two 


hours driving time for 90% of the population should be satisfied without the 
division of District IX into subdistricts. 


IV. Priority shail be given to those applicants who demonstrate that they 


will conform to the goals established by Mental Health Advisory Boards 
in their most recent District Plan. 


RATIONALE: Coordination between District ІХ Health Council, Inc. and Mental 
Health Advisory Boards is essential in order to plan properly for an appropriate 
mix of psychiatric and substance abuse services. 


V. Іп preparation for revising the Psychiatric/Substance Abuse Section 
of the Acute Care Hospital Plan for 1986, the District IX Health Council 
should continue to initiate activities which addresses the following: 


a. An improved data and information base 


b. Development of criteria for the allocation of needed psychia- 
tric/substance abuse beds 


c. Determine the mix of psychiatric and substance abuse services 
that is necessary for District IX. 


RATIONALE: Based on limited information available to the Council, it is 
felt that a great deal of study is needed prior to the Council's making detailed 
recommendations regarding Psychiatric/Substance Abuse services for this District. 


Е | E APPENDIX A 


PSYCHIATRIC 
| EPFECTIVE 4/7/83 
RULES CT 
STETE OF FLORIDA 
DEPARTMENT OF HEALTE AND. REHABILITATIVE SERVICES 
CHAPTER 10-5, FLORIDA ADMINISTRATIVE CODE 
PROCEDURES FOR THE ADMINISTRATION OF SECTIONS 
381.493-381.499, FLORIDA STATUTES, HEALTH 
FACILITIES AND HEALTR SERVICES PLANNING АСТ 
"CRITERIA AND STANDARDS FOR SHORT TERM AND 
LONG TERM HOSPITAL PSYCHIATRIC AND SUBSTANCE ABUSE 
INPATIENT SERVICES" 


(25) Short Term Hospital Inpatient Psychiatric Services. 

(a) Short term hospital inpatient psychiatric services 
means a category of services which provides a 24-hour a day 
therapeutic milieu for persons suffering from mental health 
problems which are so severe and acute that they need intensive, 
full-time care. Acute psychiatric inpatient care is defined as a 
service not exceeding three months and averaging a length of stay 
ef 30 days or less for adults and a stay of 60 days or less for 
children and adolescents under 18 years. 

(b) Short term hospital inpatient psychiatric services 
may be provided in specifically designated beds in a hospital 
holding a general license, or in a facility holding a specialty 
hospital license. 

(с) Applications for proposed short term hospital 
inpatient psychiatric services will be reviewed according to 
relevant statutory and rule criteria. A favorable need 
determination for proposed general acute care psychiatric 
inpatient services will not normally be given to an applicant 
unless а bed need exists according to paragraph (25) (а) of this 
rule. A favorable Certificate of Need determination may be made 
when the criteria, other than as specified in 25(d), as provided 
for in 381.494(6)(c), Florida Statutes, and paragraph (25)(e) of 
this rule, demonstrate need. 

(d) Bed allocations for acute care short term general 
psychiatric services shall be based on the following standards: 

Is A minimum of .15 beds per 1,000 population should be 
located in hospitals holding a general license to ensure access 
to needed services for persons with multiple health problens. 
These beds shall be designated as short term inpatient hospital 
psychiatric beds. 

Ze .20 short term inpatient hospital beds per 1,000 
population may be located in specialty hospitals, or hospitals 
holding a general license. Тһе distribution of these beds shall 
be based on local need, cost effectiveness, and quality of care 
considerations. 

3. The short term inpatient-psychiatric bed need for а. 
Department service district five years into the future shall be 
calculated by subtracting the number of existing and approved 
beds from the number of beds calculated for year,, based on a bed 
need ratio of .35 beds per 1,000 population projected for year 
and based on latest mid-range projections published by the Bureau 
of Economic and Business Research at the University of Florida. 
These beds are allocated in addition to the total number of 


general acute care hospital beds allocated to each Department 
District established in Rule 10-5.11(23). 

4. Occupancy Standards. New facilities must be able to 
project an average 70% occupancy rate for adult psychiatric beds 
and 60% for children and adolescent beds in the second year of 
operation, and must be able to project an average 80% occupancy 
rate for adult beds and 70% for children and adolescent short 
term psychiatric inpatient hospital beds for the third year of 
operation. 

Se No additional short term inpatient hospital adult 
psychiatric beds shall normally be approved unless the average 
annual occupancy rate for all existing adult short term inpatient 
psychiatric beds in a service district is at or exceeds 75$ for 
the preceding 12 month period. No additional beds for 
adolescents and children under 18 years of age shall normally be 
approved unless the average annual occupancy rate for all 
existing adolescent and children short term hospital inpatient 
Psychiatric beds in the Department district is at or exceeds 70% 
for the preceding 12 month period. 

6. Hospitals seeking additional short term inpatient 
Psychiatric beds must show evidence that the occupancy standard 
defined in paragraph six is met and that the number of designated 


: short term psychiatric beds have had an occupancy rate of 75$ or 


greater for the preceding year. 

7. Unit size. In order to assure specialized staff and 
services at a reasonable cost, short term inpatient psychiatric 
hospital based services should kave at least 15 designated 
beds. Applicants proposing to build a new but separate 
psychiatric acute care facility and intending to apply for a 


specialty. hospital license should have a minimum of 50 beds. 


(e) Other standards and criteria to be considered in 
determining approval of a Certificate of Need application for 
short term hospital inpatient psychiatric beds are as follows: 

Ls Applicants shall show evidence that the type of 
service and the number of proposed beds are consistent with the 
needs in the community stated in the Local Health Council plans, 
local Mental Health District Board plans, State Mental Health 
Plan, and local needs assessment data. 

2. Applicants shall indicate in their application for 
new or expanded short term hospital inpatient psychiatric 
services: 


a. Expected source of referral 

b. Service area 

c. Expected average length of stay 

d. The relationship of the proposed services to other 


components of the community mental health svstem within the 
proposed service area. 

3. In order for the Department to ensure that short 
term hospital inpatient psychiatric service пеейз of all segments 
of the population in a given service area are adequately met, the 
applicant shall indicate the percentage of patient days allocated 
to: 

a. Indigent clients 

B. Medicaid clients 
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с. . Baker Act funded clients 

c. Private pay patients 

e. Other. 

4. Applicants shall indicate the availability of other 
inpatient psychiatric services in the proposed service area, 
including the number of beds available in crisis stabilization 
units, short term residential treatment programs, and other 
inpatient beds whether licensed as a hospital facility Gr not. 

5. Hospital based psychiatric services must provide 
outpatient services or must be formally linked with community 
outpatient programs, such as local psychiatrists, local 
psychologists, community mental health programs, or other local 
psychiatric outpatient programs. 

6. Development of new short term hospital inpatient 
psychiatric beds shall be through conversion of underutilized 
beds in other hospital services, unless conversion costs are 
prohibitive when compared with development of new facilities, or 
other factors to be specified by the applicant prohibit such 
conversion. 

rg Access standard. Short term inpatient hospital 
psychiatric services should be available within a maximum travel 
time of 45 minutes under average travel conditions for at least 
90$ of the service area's population. 

(26) Long Term Psychiatric Services. 

(a) Long term psychiatric services means a category of 
services which provides hospital based inpatient services 
averaging a length of stay of 90 days. 

(b) Long term inpatient hospital psychiatric services 
may be provided in specifically designated beds in a hospital 
holding a general license, or in a facility holding a specialty 
hospital license. 

(c) Applications for proposed long term inpatient 
hospital psychiatric beds will be reviewed according to relevant 
statutory and rule criteria. A favorable need Getermination for 
lonc term hospital inpatient psychiatric becs will not normally 
be given to an applicant unless the following criteria and 
standarés are met: 

7 Lie No additional long term psychiatric beäs shall be 
added in a Department service district unless the average annual 
occupancy rate for all existing long term hospital psychiatric 
beds in a Department district is at or exceeds 80$ for the 
preceding vear. 

2. Ап applicant proposing additional long term 
psychiatric hospital inpatient services mus? be able to project 
an annual average occupancy rate of 80$ for the third year of 
operation. 

E» Access Standard. Long term hospital inpatient 
psychiatric services-should be. available within a maximum travel 
time of 2 hours under average travel conditions for at least 90$ 
of the service area's population. 

4. Applicants for long term hospital inpatient 
psychiatric services shall show evidence that the type of service 
and the number of proposed beds is consistent with the needs in 

the community as perceived by the local health council, the 
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Mental Health District Board, the State Mental Health Plan, and 
other available пеейс assessment data. 


(d) Applicants applying for long term hospital inpatient 
psychiatric beds shall identify: 


Ls The target population to be served 


p Service area 

je Expected source of referrals 

4. Expected average length of stay 
5. 


The relationship of the proposed services to other 
components of the community mental health system within the 
defined service area. 

(e) In order for the Department to assure that the long 
term psychiatric hospital inpatient needs of all clients in a 
given service area are adequately met, the applicant shall 
indicate the percentage of patient days allocated to: 


725 Indigent clients 

2. Medicaid clients 

с ү Private рау patients 
4. Other. 


(27) Short Term and Long Term Hospital Inpatient 
Substance Abuse Services. 


fa 


(3 Hospital inpatient substance abuse services means a 
category of hospital based services which provides а 24-hour а 
day therapeutic environment for persons suffering from the 
efíects of substance abuse. 

(b) Short term hospital substance abuse inpatient 
services are defined as short-term services not exceeding an 
average length of stay of 28 days. 

(c) Long term hospital substance abuse inpatient 
services. are defined as services exceeding an average length of 
stay of 28 days. 

(4) Service location. Hospital inpatient substance 
abuse services may be provided in specifically desianated beds іп 
hospitals holding a general license, or in a facility holding a 
specialty hospital license. 

(e) Applications for proposed additional or new hospital 
inpatient substance abuse beds will be reviewed according to 
relevant statutory and rule criteria. А favorable need 
determination for proposed short term and long term hospital 
inpatient substance abuse beds will not normally be given to an 
applicant unless a bed need exists according to paragraph 
(27) (Е) of this rule. А favorable Certificate of Need 
determination may be made when the criteria, other than specified 
іп (27) (ҒҰ), as provided for іп 381.494(6)(c), Florida Statutes, 
and paragraph (27)(h) of this rule, demonstrate need. 

(£) Bed allocations for short term and long term 
hospital substance abuse inpatient services shall be based on the 
following standards: 

Le The bed need for short term hospital inpatient 
substance abuse for a Department service district five years into 
the future shall be calculated by subtracting the number of 
existing and approved beds from the number of beds calculated for 
year, based on а bed need ratio of .06 beds per 1,000 population 
projected for year , and based cn latest mid-range projections 
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published by the Bureau of Economic and Business Research at the 
University of Florida. These beds are allocated in addition to 
the total number of general acute care hospital beds allocated to 
each Department district established in Rule 10-5.11(23). 

2. A favorable need cetermination for long term 
hospital.inpatient substance abuse beds will not normally be 
given to an applicant unless the applicant shows evidence that 
the type of service and the number of proposed beds аге 
consistent with the needs in the ccrmunity as stated in the Local 
Health Council plans, the Mental Health District Board plans and 
other available needs assessment data. 

(g) Beds designated for detoxification services іп 
hospitals holding a general license shall be considered a subset 
of the total number of mecical surgical acute beds allocated to 
each district under Rule 10-5.11(23). Beds designated for 
detoxification services in facilities holding a specialty 
hospital license shall be considered a subset of the number of 
beds allocated to each district under (27)(£) of this rule. 

(h) Other standards to be considered in evaluating a 
Certificate of Need application for hospital inpatient substance 
abuse services are as follows: 

La No additional or new hospital inpatient substance 
abuse beds shall normally be approved in a Department service 
district unless the average occupancy rate for all existing 
hospital based substance abuse inpatient beds is at or exceeds 
80% for the preceding 12 month period. 

2. Hospitals seeking additional beds must demonstrate 
that beds designated for inpatient substance abuse services have 
had an annual average occupancy rate of greater than 80% for the 
preceding 12 month period. 

3. Applicants for short term hospital substance abuse 
beds shall show evidence that the type of service and the number 
o£ proposed beds are consistent with the needs in the community, 
stated in the Local Health Council plans, local Mental Health 
District Board plans, the State Mental Eealth Plan, and other 
available needs assessment data. 

2. 4. Unit size. А proposal for new hospital inpatient 
substance abuse beds should have a minimum unit size of ten 
designated beds. 

Ns Hospitals applying for new or expanded hospital 
inpatient substance abuse services must identify in their 
application: 


a. Expected source of referrals 

b. Expectec average length of stay 

е. бегуісе агеа 

а. Target population to be served 

6. Hospital inpatient substance abuse services should 


be provided in a Clearly identifiable unit within a hospital and 
must have staff trained in substance abuse treatment. 

7. Continuity. All hospital based substance abuse 
treatment programs must be formally linked with outpatient 
treatment programs. 

8. In the establishment of new substance abuse 
services, preference shall be given to the development cf new 
beds through conversion of underutilized beds in other services, 
unless conversion costs are prohibitive when compared with 


Gevelopment of new services, ог other factors to be specified Бү 
the applicant prohibit such conversion. 

9. In order for the Department to assure thet the acrte 
inpatient hospital substance abuse service needs of all clients 
in a given service area are adequately met, the applicant shall 
indicate the percentage of patient days allocated to: 


a. Indigent clients 
b. Medicaid clients 
c. Private pay patients 


d. Other. 

10. Occupancy Standards. New substance abuse programs 
must be able to project an average 70 percent occupancy rate in 
the second vear of operation and must be able to project an 
average 80 percent occupancy rate by the third vear of operation. 
Specific Authority: 381.031(1) (4)11, F.S. 

е 301,493 (2), Р.В. 
381.494(5), (7), (8), B.S. 
Law Implemented: 381.494(7), (8), F.S. 
History: New 
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APPENDIX В 
INVENTORY OF PUBLIC AND PRIVATE 


MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


afi 


INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


SUBDISTRICT ONE 


MENTAL HEALTH 


Мате and Address of 


Aaency/Person 

Catholic Social Services Private 
2001 Building 

2001 Ninth Avenue 

Suite 210E 

Vero Beach, Florida 32960 

Children's Protective Services Public 

1505 Delaware Avenue 

Fort Pierce, Florida 33450 

Council on Aging Public 

St. Lucie County 

127 Arcade Building 

Fort Pierce, Florida 33450 

Crisis Line Private 
Mental Health Association 

P.O. Box 427 

Vero Beach, Florida 32960 

Helping Hand Neighbors Private 


809 North Ninth Street 
Fort Pierce, Florida 33450 


Indian River Community Mental 
Health Center, Inc. 

800 Avenue H 

Fort Pierce, Florida 33450 


Satellite Clinics 


Indian River County 
1031 18 Street - Suite 1 
Vero Beach, Florida 


Martin County 
517 East Oseola Street 
Stuart, Florida 33494 


Okeechobee County 
Okeechobee, Florida 33472 


Public/Private 
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Service Provided 


Adoption services, counseling for 
unwed parents & unplanned pregnancy, 
counseling for individuals, couples 
and families. 


Foster care, care of abused 
neglected children, counseling 


Referral, transportation, 
recreational. 


Information and Referral 


Recreation, counseling, congregate 
feeding program. 


INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


Name and Address of 
Agency/Person 


Indian River County Council 
on Aging 

955 Seventh Avenue 

Vero Beach, Florida 32960 


Martin County Council on Aging 
925 Lincoln Avenue 
Stuart, Florida 33494 


Mental Health Association 
955 Seventh A Venue 
Vero Beach, Florida 32960 


Real Life Children's Ranch 
585 South U.S. 441 
Okeechobee, Florida 33472 


Shiloh Youth Ranch 
Roseland Road 
Vero Beach, Florida 32960 


Spouse Abuse of Indian River 
P.O. Box 427 
Vero beach, Florida 32960 


Tri-County Rehabilitation Center 
4461 Southeast Federal Highway 
Stuart, Florida 33494 


Youth Services, HRS 
1235 Sixteenth Street 
Vero Beach, Florida 32960 


SUBDISTRICT ONE 


MENTAL HEALTH 


Public/Private 


Public 


Public 


Private 


Private 


Private 


Private 


Private 


Public 
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Service Provided 


Transporation service information 
& referral, homemaker service. 


Transporation, homemaking service 


Educational programs 


Total care for dependent & 
neglected children (boys & girls) 


Home for needy boys 


Temporary shelter for abused women 
(or men), counseling, referral 


Personal adjustment service to help 
clients find employment, skills 
training. 


Children's pretective serivces, 
foster home care probation. 


INVENTORY ОЕ PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


Name and Address of 
Agency/Person 


Al-Anon 
203 West Oseola Avenue 
Stuart, Florida 33494 


Alco-Hope 
5923 37 Street 
Vero Beach, Florida 32960 


Alcoholics Anonymous 
204 South Lucie. Avenue 
Stuart, Florida 33494 


Driving While Intoxicated 
Counter Measure Project 
3222 Center, S. - U.S. Hy. £1 
P.O. Box 3837 

Fort Pierce, Florida 33450 


Newport Club 
845 Seventh Avenue 
Vero Beach, Florida 32960 


Alcoholics Anonymous 

Indian River Intergroup 

955 Seventh Avenue - Room 12 
Vero Beach, Florida 32960 


SUBDISTRICT ONE 


SUBSTANCE ABUSE 


Private 


Private 


Private 


Public 


Private 


Private 


Public/Private 
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Service Provided 
Voluntary self-help programs, 


individual & group counseling 


Residential rehabilitation program 


Voluntary self-help programs, 
individual & group counseling. 


Educational therapy. 


Crisis line information & referral 
for alcoholics & their families 


Voluntary self-help programs, 
individual & group counseling. 


INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


SUBDISTRICT TWO 


MENTAL HEALTH 


Name and Address of 


Agency/Person Public/Private Service Provided 


Catholic Service Bureau Private Marriage, individual, parent/child 
900 54 Street counseling 
P.O. Box 8246 


West Palm Beach, Florida 33407(2) 


Center for Family Services, Inc. Private 


208 Clematis Street - Room 403 
West Palm Beach, Florida 33401 


Domestic Assault Project Private 
307 North Dixie Highway 
West Palm Beach, Florida 33401 


Emotions Anonymous Private 
717 Prosperity Farms Road 
North Palm Beach, Florida 33408 


Jewish Family & Children's Private 


Service cf Palm Beach County 
2411 Okeechobee Boulevard 
West Palm Beach, Florida 33409 


Marital Stress & Divorce Center Private 
328 Fourth Street 
West Palm Beach, Florida 33401 


Palm Beach County Comprehensive Public 
Community Mental Health Cen- 
ter, Inc. 

1041 45 Street 

West Palm Beach, Florida 33407 


Palm Beach County Public 
Division of Senior Services 

Executive Plaza 

301 Broadway - Suite #201 

Riviera Beach, Florida 33404 


Parent/Child Study Center of Public 
the Palm Beaches 

3802-4 East Avenue 

West Palm Beach, Florida 33407 


Family counseling 


Crisis counseling to victims of 
domestic assault, referral 


Mutual support group 


Counseling--marital, family, 
individual, divorced and elderly 


Counseling--mariage, family and 
past divorced. Individual therapy, 
adolescent & children therapy 


Emergency services, inpatient, 
gerontology services, residential 
services for chronically mentally 
disabled, short term crisis 
support services, rape counseling, 
Vietnam veterans counseling. 


Counseling, education, outreach, 
recreation, transportation 


Diagnostic evaluation, counseling, 
parent training, therapeutic foster 
homes, emergency services, sexual 
assault counseling. 
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INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


Мате апа Adddress of 
Agency/Person 


Parents in Need, Inc. 
2305 South Flagler Drive 
West Palm Beach, Florida 33401 


Sabal Palm Youth Service Center 
4208 Australian Avenue 
West Palm Beach, Florida 33407 


Veterans Administration 
Outpatient Clinic 

301 Broadway 

Riveria Beach, Florida 33404 


Women's Horizons 
901 South Olive Avenue 
West Palm Beach, Florida 33401 


Center for Family Services, Inc. 
208 Clematis Street - Room 403 
West Palm Beach, Florida 33401 


Domestic Assault Project 
307 North Dixie Highway 
West Palm Beach, Florida 33401 


Emotions Anonymous 
717 Prosperity Farms Road 
North Palm Beach, Florida 33408 


Jewish Family & Children's 
Service of Palm Beach County 

2411 Okeechobee Boulevard 

West Palm Beach, Florida 33409 


Marital Stress & Divorce Center 
328 Fourth Street 
West Palm Beach, Florida 33401 


SUBDISTRICT TWO 


MENTAL HEALTH 


Public/Private 


Private 


Private 


Public 


Private 


Private 


Private 


Private 


Private 


Private 


Palm Beach County Comprehensive Public 


Community Mental Health Cen- 
ter, Inc. 

1041 45 Street 

West Palm Beach, Florida 33407 
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Service Provided 


Therapy groups for parents who 
abuse their children, counseling, 
outreach. 


Residential care program for 
children ages 10 - 16. 


Counseling to all eligible veterans 


Counseling for Women. 


Family counseling 


Crisis counseling to victims of 
comestic assault, referral 


Mutual support group 


Counseling--marital, family, 
individual, divorced and elderly 


Counseling--mariage, family and 
past divorced. Individual therapy, 
adolescent & children therapy 


Emergency services, inpatient, 
gerontology services, residential 
services for chronically mentally 
disabled, short term crisis 
support services, rape counseling, 
Vietnam veterans counseling. 


INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


Name and Address of 
Agency/Person 


Palm Beach County 

Division of Senior Services 
Executive Plaza 

301 Broadway - Suite #201 
Riviera Beach, Florida 33404 


Parent/Child Study Center of 
the Palm Beaches 

3802-4 East Avenue 

West Palm Beach, Florida 33407 


Parents in Need, Inc. 
2305 South Flagler Drive 
West Palm Beach, Florida 33401 


Sabal Palm Youth Service Center 
4208 Australian Avenue 
West Palm Beach, Florida 33407 


Veterans Administration 
Outpatient Clinic 

301 Broadway 

Riveria Beach, Florida 33404 


Women's Horizons 
901 South Clive Avenue 
West Palm Beach, Florida 33401 


Center for Family Services, Inc. 
500 East Spanish River Boulevard 
Boca Raton, Florida 33432 


Center for Group Counseling 
166 East Boca Raton Road 
BocaRaton, Florida 33432 


Crisi Line Information & 
Referral Service 

Executive Arcade Building 

1301 Lake Avenue 

Lake Worth, Florida 33460 


The Haven, Inc. 

430 Northeast Fifth Avenue 
P.O. Box 387- 

Delray Beach, Florida 33444 


SUBDISTRICT TWO 


MENTAL HEALTH 


Public/Private 


Public 


Public 


Private 


Private 


Public 


Private 


Private 


Public 


Public 


Private 


Service Provided 


Counseling, education, outreach, 
recreation, transportation 


Diagnostic evaluation, counseling, 
parent training, therapeutic foster 
homes, emergency services, sexual 
assault counseling. 

Therapy groups for parents who 
abuse their children, counseling, 
outreach. 


Residential care program for 
children ages 10 - 16. 


Counseling to all eligible veterans 


Counseling for Women. 


Family Counseling 


Group counseling 


Crisis services 


Therapeutic residence for dependent, 


neglected boys age 8 - 14. 
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INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


Name and Address of 


Aaency/Person 


Lake Hospital of the Palm 
Beaches 

1710 Fourth Avenue North 

Lake Worth, Florida 33460 


Palm Beach Junior College 
Women's Center 

4200 Congress Avenue 
Lake Worth, Florida 33461 


South County Mental Health 
Center, Inc. 

16155 South Military Trail 

P.C. Drawer 3005 

Delray Beach, Florida 33444 


South Palm Beach Count 
Migrant Coordinating Council 

Route #1 

P.Q. Box N 

Delray Beach, Florida 33444 


Western Palm Beach County 
Mental Health Clinic, Inc. 
417 North West 16 Street - #1 

Belle Glade, Florida 33430 


SUBDISTRICT TWO 


MENTAL HEALTH 


Public/Private 


Private 


Public 


Public 


Public 


Public 


Service Provided 


Psychiatric inpatient 


Counseling for women 


Emergency services, residential 
services for chronically mentally 

ill, therapeutic foster care, case 
management, adolescent group home. 


Counseling, outreach, referral, 
translation, transportation. 


Crisis services, adult outpatient, 
special childrens services, evalua- 
tions, individual, group, family 
therapy, migrant health program, day 
treatment for the chronically ill. 


EU 


INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


SUBDISTRICT TWO 


SUBSTANCE ABUSE 


Name and Address of 
Agency/Person 


Al-Anon Family Group Private 
P.O. Box 1229 
West Palm Beach, Florida 33402 


Alcoholics Anonymous Private 
301 Broadway - Suite #122 
Riviera Beach, Florida 33404 


Comprehensive Alcohol Rehabil- Public 
itation Program, Inc. 

Р.о. Box 2507 

West Palm Beach, Florida 33402 


Drug Abuse Treatment Public 
Association, Inc. 

301 Broadway - Suite #140 . 

Riviera Beach, Florida 33404 


Gratitude Guild, Inc. Public 
317 North Lakeside Court 
West Раіт Beach, Florida 33407 


Palm Beach Institute Private 
1101 South Olive Avenue 
West Paim Beach, Florida 33401 


Palm Beach Faith Farm, Inc. Private 
9538 Highway 441 
Boynton Beach, Florida 33436 


Center for New Directions Public 
2300 Seacrest Boulevard 
Delray Beach, Florida 33444 


South County Mental Health 
Center, Inc. 

16155 South Military Trail 

P.O. Drawer 3005 

Delray Beach, Florida 33444 


Alcohol Services 


The Shelter Public 
265 North East Fifth Avenue 
Delray Beach, Florida 33444 


Public/Private Service Provided 


Educational therapy, support 
for families of problem drinkers. 


Voluntary self-help program, 
individual group counseling. 


Residential and outpatient services. 


Outpatient therapy and residential 
services. 


Residential services for women. 
Residential alcohol treatment. 


Residential counseling services 
for males. 


Outpatient drug services, 
residential drug treatment. 


Short term residential care for 
those abusing alcohol. 
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INVENTORY OF PUBLIC AND PRIVATE 
MENTAL HEALTH AND SUBSTANCE ABUSE RESOURCES 


Name апа Address of 
Agency/Person 


Palm Trail Lodge 
914 North Paim Trail 
Delray Beach, Florida 33444 


Crisis Unit 
343 North East Fifth Avenue 
Deiray Beach, Florida 33444 


Alcoholics Anonymous 
Belle Glade, Florida 33430 


Comprehensive Alcoholism 
Rehabilitation Programs, Inc. 

417 North West 16 Street - #1 

Belle Glade, Florida 33430 


SUBDISTRICT TWO 


SUBSTANCE ABUSE 


Public/Private 


Public 


Public 


Private 


Public 


Service Provided 
Halfway house, extended residential 


care for aicoholics. 


Detoxification 


Voluntary self-help program, 
individual group counseling. 


Outpatient, residential services 


prevention program, alcohol de- 
toxification. 
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